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Introduction 

In  this  Trainer’s  Guidebook  you  will  find  training  support 
materials  and  a workshop  design  guide  that  have  been  created 
to  help  you  develop  your  own  LINK  workshops.  The  training 
support  materials,  developed  directly  for  the  content  covered  in 
the  information  resource  materials,  include  suggested  learning 
activities,  case  studies  and  overhead  masters.  The  workshop 
design  guide  provides  a step-by-step  explanation  of  how  to  use 
the  training  support  materials  to  develop  tailored  LINK  work- 
shops. Together,  the  training  support  materials  and  the  work- 
shop design  guide  will  help  LINK  workshop  teams  through 
the  process  of  workshop  design  and  development.  The  goal 
of  creating  LINK  workshops  is  to  provide  people  with  the 
opportunity  to  learn  about  the  link  between  alcohol  and  drug 
use  and  violence  against  women  and  children  in  relationships. 


About  the  Training  Support  Materials 

You  will  find  that  there  is  no  such  thing  as  the  quintessential 
LINK  workshop.  We  have  designed  the  training  support  mate- 
rials with  the  assumption  that  each  workshop  team  will  choose 
to  include  different  topics  from  the  information  resource  mate- 
rials in  the  LINK  Educational  Package.  Therefore,  depending  on 
a variety  of  factors  - such  as  the  background  of  the  workshop 
team,  the  learning  needs  of  the  participants,  and  the  amount  of 
time  available  for  the  workshop  - each  LINK  workshop  will  be 
unique.  Each  section  of  each  module  in  the  information  resource 
materials  has  training  support  materials  that  include  learning 
objectives,  key  learning  points,  suggested  learning  activities, 
and  overhead  masters  that  can  be  used  in  combination  with 
other  training  materials  for  other  sections.  In  this  way,  the 
training  support  materials  are  like  building  blocks  that  can  be 
combined  and  re-combined  to  create  a workshop  that  meets 
the  needs  of  the  workshop  leaders  and  participants. 
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In  designing  the  LINK  Educational  Package,  we  have  assumed 
that  participant  handouts  will  come  from  the  package  and, 
therefore,  all  the  material  that  you  may  want  to  copy  has  been 
put  in  the  loose-leaf  binder.  This  way,  workshop  expenses  can 
be  kept  low  by  copying  only  the  parts  of  the  material  that  are 
being  covered. 

Each  section  of  each  module  has  the  following  parts: 

1.  Learning  Objectives:  describe  what  participants  will  learn 
in  that  section. 

2.  Key  Learning  Points:  summarize  all  the  key  points  of 
information  covered  in  that  section. 

3.  Suggested  Learning  Activities:  describe  interactive  and  lecture 
format  activities  designed  to  help  participants  learn,  plus 
information  about  suggested  timing  and  materials. 

These  elements  are  described  in  more  detail  in  the  workshop 
design  guide  that  follows  this  introduction.  We  hope  that  you 
find  the  training  support  materials  useful  and  that  they  fit  well 
with  other  activities  you  choose  to  include. 


Workshop  Design  Guide 

Planning  is  an  important  key  to  a successful  workshop.  The 
following  eight  steps  will  help  you  to  plan  your  LINK  workshop. 
They  are  derived  from  a systematic  approach  to  instructional 
design  that  is  built  on  the  theory  of  how  people  leam.  If  you 
want  to  learn  more  about  instructional  design  and  learning, 
there  are  many  useful  resources  available.  A brief  list  is  included 
at  the  end  of  the  Trainer’s  Guidebook. 
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Eight  Steps  to  a Successful  Workshop 

STEP  ONE:  Determine  Learning  Needs 
Each  participant  will  come  to  your  workshop  with  specific  learn- 
ing needs.  It  is  important  that  you  obtain  a clear  picture  of  your 
participants’  skills  and  knowledge  so  that  you  can  design  a 
workshop  that  meets  their  learning  needs.  To  help  you  gather 
this  information,  we  have  included  a sample  needs  assessment 
questionnaire  in  Appendix  A.  The  questionnaire  will  help  you 
determine:  s 

• participant  roles  and  responsibilities  related 
to  family  violence  and  alcohol  and  drug  use 

• participants’  previous  training 

• content  areas  participants  feel  are  important 
to  the  performance  of  their  duties 

• the  areas  in  which  participants  feel  most  capable 

• participants’  priority  needs  for  learning 

• how  participants  like  to  learn. 

Make  sure  you  send  out  the  questionnaires  early  enough  before 
the  workshop  date  to  leave  yourself  enough  time  to  get  the  ques- 
tionnaires back,  analyze  them,  and  design  the  workshop. 

STEP  TWO:  Select  Topics 

The  information  you  gather  from  the  needs  assessment  can  be 
used  to  select  the  sections  to  be  covered  in  the  workshop.  To 
help  you  match  participant  learning  needs  to  the  topics  in  the 
information  resource  materials,  we  have  included  learning 
objectives  for  each  module  and  for  each  section.  Learning  objec- 
tives describe  the  skills  or  knowledge  that  participants  will  be 
able  to  demonstrate  on  completion  of  a learning  activity.  They 
are  written  using  words  that  describe  observable  and  measurable 
performance,  such  as  list,  explain,  or  classify.  In  this  way,  learn- 
ing can  be  more  easily  evaluated  and  you  can  tell  if  you  are  com- 
municating successfully.  Writing  objectives  can  help  you  to  clari- 
fy the  goals  of  a learning  activity  and  you  can  create  your  own 
learning  objectives  for  the  content  to  be  covered. 
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STEP  THREE:  Design  Learning  Activities 

There  are  many  different  kinds  of  learning  activities.  It  is  im- 
portant to  design  or  select  activities  that  match  your  learning 
objectives.  For  example,  a lecture  can  be  useful  for  communicat- 
ing factual  knowledge,  while  working  through  a case  study  can 
help  support  learning  a skill  through  practice.  We  have  included 
suggested  learning  activities  for  each  section.  You  can  use  the 
suggested  learning  activities  to  present  the  various  sections,  or 
you  can  use  activities  you  have  used  in  the  past. 

The  suggested  training  techniques  include: 

• lecture 

• large  group  discussion 

• small  group  activity. 

These  are  described  in  more  detail  under  the 

Training  Techniques  section  in  this  introduction. 

STEP  FOUR:  Sequence  the  Topics 

After  the  topics  are  selected,  and  the  learning  activities  have 
been  designed,  arrange  the  order  in  which  they  will  be  present- 
ed. A number  of  factors  affect  sequence,  including  the  logical 
order  in  which  the  concepts  are  presented.  To  help  you  with  this 
task,  we  have  included  key  learning  points  at  the  beginning  of 
each  section.  Key  learning  points  summarize  the  content  covered 
in  each  section.  They  are  listed  in  the  order  in  which  they  are 
discussed  in  the  information  resource  materials  and  can  be  used 
to  quickly  identify  what  is  to  be  covered  under  each  section.  You 
can  also  use  them  to  create  overheads. 

STEP  FIVE:  Determine  Timing  for  Each  Section 

A number  of  factors  dictate  time:  the  section’s  priority  for  the 
learner,  the  complexity  of  the  material,  and  the  chosen  learning 
activities.  We  have  included  amounts  of  time  for  each  suggested 
learning  activity.  However,  these  times  will  vary  according  to 
the  level  of  detail  you  choose.  We  recommend  creating  a script 
for  each  topic  you  plan  to  present.  The  script  should  include 
what  you  plan  to  do  for  the  opening,  middle  and  end  of  each 
topic  presentation.  You  can  use  the  script  to  specify  times  for 
each  section. 
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Note:  The  issues  surrounding  violence  against  women  and 
children  in  relationships  and  alcohol  and  drug  use  present  pro- 
fessional challenges  as  well  as  possible  personal  challenges  to 
workshop  participants.  Therefore,  it  is  important  that  adequate 
time  is  provided  for  participants  to  discuss  their  thoughts  and 
feelings  throughout  the  workshop.  This  extra  time  should  be 
considered  as  you  design  your  workshop. 

STEP  SIX:  Set  a Schedule 

Once  the  basic  sequence  of  learning  activities  is  set,  a schedule 
should  be  developed  to  accommodate  start-up,  breaks,  meals 
and  wrap-up.  We  have  not  included  a specific  schedule  because 
we  believe  that  workshops  will  probably  differ,  depending  on  the 
participants’  learning  needs.  When  you  make  a schedule,  select 
the  activities  from  the  suggested  learning  activities  included,  mix 
them  with  your  own,  and  create  a schedule  that  allows  time  for 
discussion,  information  presentation,  breaks  and  networking. 

STEP  SEVEN:  Get  Organized 

Planning  a workshop  requires  keeping  track  of  logistics,  such  as 
arranging  for  a location,  planning  meals,  arranging  for  registra- 
tion, and  handling  financing.  Make  a checklist  for  yourself  so 
that  nothing  is  forgotten.  Organization  can  make  or  break  a 
workshop.  Some  of  the  things  you  should  consider  include: 

• funding  • audio/visual  equipment 

• budget  • meeting  rooms 

• registration  • accommodation  for  out-of- 

• handouts  town  participants. 

STEP  EIGHT:  Evaluate  Your  Workshop 
Evaluation  is  an  important  part  of  any  workshop  or  event.  It  can 
be  used  to  determine  the  strengths  and  weaknesses  of  the  work- 
shop and  the  relevance  of  content.  It  can  also  help  participants 
synthesize  what  they  have  learned.  We  have  included  a sample 
evaluation  form  for  you  in  Appendix  B. 

Have  Fun.  Designing  and  delivering  a workshop  is  a lot  of  work. 
It  is  also  an  opportunity  to  learn  and  meet  new  people. 
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Training  Techniques 


There  are  many  training  techniques  that  you  can  use  to  facilitate 
learning.  Selecting  the  appropriate  technique  depends  on  many 
factors,  including  the  type  of  learning  objective,  the  group’s  size, 
the  time  available,  and  the  facilitator’s  experience  and  comfort. 
The  suggested  learning  activities  in  the  workshop  material  use 
a variety  of  techniques  that  are  described  below. 

You  will  find  each  training  technique  identified  by  a symbol  in 
the  training  support  materials.  These  symbols  will  help  you 
quickly  identify  the  type  of  activity  being  described.  The  match- 
ing symbols  are  listed  next  to  the  appropriate  training  technique. 

You  may  find  that  there  is  not  enough  time  to  present  as  much 
information  as  you  might  like.  Some  content  in  the  information 
resource  materials  can  be  provided  to  participants  as  handouts. 

If  you  do  use  handouts,  make  sure  you  discuss  them  as  a 
group  so  that  participants  know  that  they  have  them  and  how 
to  use  them. 

The  lecture  format  is  a technique  used  to  communicate  informa- 
tion. The  thing  to  remember  about  the  lecture  format  is  that 
learners  do  not  have  the  opportunity  to  interact  with  the 
content.  When  using  the  lecture  format,  keep  sessions  short  (no 
more  than  15  minutes)  and,  where  possible,  involve  participants 
through  group  discussion.  The  lecture  is  the  quickest  way  to 
communicate  information. 


Video  is  used  to  tell  a story  in  dramatic  form.  It  can  be  very 
effective  at  communicating  information  quickly  and  interesting- 
ly. Video,  like  the  lecture  format,  doesn’t  provide  learners  with 
the  opportunity  to  interact  with  the  information  being  present- 
ed. Video  should  be  accompanied  with  another  activity  that  pro- 
vides participants  with  the  opportunity  to  discuss  or  use  the 
information. 


Large  group  discussion  is  initiated  and  facilitated  by  the  trainer 
with  questions  designed  to  encourage  participants  to  think  about 
the  material  presented  through  lecture  techniques.  This  type  of 
activity  can  also  be  preceded  by  some  type  of  individual  or  small 
group  activity.  It  provides  participants  with  the  opportunity  to 
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share  knowledge  and  understanding.  Large  group  discussion  can 
take  as  much  or  as  little  time  as  the  facilitator  feels  is  necessary 
to  communicate  information. 


Small  group  activities  are  important  learning  techniques. 
Generally  speaking,  they  permit  participants  to  use  their  ex- 
perience, to  solve  problems,  and  to  interact  with  the  information 
and  each  other.  These  benefits  are  particularly  important  in  this 
training,  since  participants  will  have  very  diverse  skills  and 
experiences. 

This  guide  frequently  calls  for  groups  to  be  formed  in  the  train- 
ing sessions,  without  explicidy  saying  how  this  should  be  done. 
When  forming  groups,  consider  the  following  points: 

• The  size  or  number  of  groups  is  often  fixed,  because  of  the  way 
the  learning  activity  is  structured. 

• Sometimes  participants  should  work  with  people  from  their 
own  profession  (e.g.,  social  workers),  type  of  service  (e.g., 
transition  houses),  or  geographic  area,  etc.  When  participants’ 
learning  needs  are  different,  homogeneous  groups  make  it 
easier  to  focus  instruction.  However,  when  participants  are 
expected  to  share  experience  and  expertise,  mixed  groups 

are  best. 


• To  save  time  in  forming  groups,  consider  setting  up  the  room 
in  small  groups  before  participants  arrive.  Have  people  take 
seats  in  their  working  groups.  This  will  facilitate  networking 
as  well. 

There  are  many  types  of  small  group  activities.  Some  of  the 

activities  suggested  in  the  training  support  materials  include: 

• Brainstorming:  a specific  technique  that  focuses  discussion  on 
a specific  topic  for  a time-limited  period  without  comment.  It 
is  intended  to  generate  a large  number  of  viewpoints  in  the 
shortest  possible  time.  This  technique  generates  ideas  without 
repetition,  evaluation  and  debate. 

• Case  studies:  a technique  in  which  people  practice  new  skills 
and  knowledge  through  problem-solving.  This  activity  allows 
learners  to  synthesize  information  through  application. 
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Take-Up  of  Small  Group  Activities 

We  recommend  serial  take-up  as  a rule.  This  means  hearing  one 
idea  from  each  group  at  a time,  usually  asking  for  new  ideas 
only,  and  cycling  through  the  groups  until  all  ideas  are  heard,  or 
enough  are  heard,  or  until  time  runs  out.  This  has  many  advan- 
tages over  having  each  group  give  their  full  report  one  at  a time. 
It  is  more  lively,  gets  the  important  ideas  out  first,  gives  every 
group  a fair  chance,  avoids  a lot  of  repetition,  and  can  be  cut  off, 
without  excluding  an  entire  group’s  input,  if  time  runs  out. 

Whatever  you  do,  ensure  that: 

• Each  activity  is  tied  directly  to  a learning  objective.  It  must  be 
clear  that  people  are  learning  and,  more  importandy,  develop- 
ing skills  and  knowledge. 

• Participants  work  in  different  ways  and  in  different  groups 
over  the  course  of  the  workshop. 

•The  material  is  made  relevant  to  participants’  current 
situations.  You  will  be  made  well  aware  of  these  situations 
through  the  needs  assessment  and  planning  processes.  As  well, 
the  workshop  design  allows  participants  to  share  experiences 
frequently  and  apply  the  material  to  ongoing  situations. 

• Participants  feel  comfortable  modifying  and  adapting  the  con- 
tent to  their  needs.  That  is,  they  should  be  encouraged  to  take 
notes,  add  examples  from  their  situations,  list  additional  refer- 
ences, change  terminology  when  appropriate,  and  otherwise 
personalize  the  material. 

• There  are  many  opportunities  to  share  learning  and  insights 
with  each  other. 

• Participants  are  physically,  intellectually,  and  socially  active. 
This  includes  moving  around  and  having  some  fun. 

• Everyone  is  treated  with  respect. 
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Learning  Objectives 

Participants  will  be  able  to: 

1.  list  the  three  manifestations  of  the  coexistence  of  alcohol 
and  drug  use  and  violence  against  women  and  children  in 
relationships 

2.  list  and  describe  the  goals  of  the  LINK  Educational  Package. 

s 

Key  Learning  Points 

• The  use  of  alcohol  and  other  drugs  has  been  found  to  coexist 
with  violence  against  women  and  children  in  relationships. 
The  coexistence  manifests  itself  in  three  ways. 

• The  purposes  of  the  LINK  Educational  Package  include:  to 
raise  awareness  and  provide  service  providers  with  tools  to 
identify  the  coexisting  problems  of  alcohol  and  drug  use  and 
violence  against  women  and  children  in  relationships. 


Suggested  Learning  Activities 

This  introduction  orients  participants  to  the  workshop’s  basic 
concepts  and  purposes. 


Materials 

□ Overhead  Intro- 1 - Introduction:  Welcome  to  LINK 

□ Overhead  lntro-2  - Three  Manifestations  of  the 
Coexisting  Problems 

□ Overhead  Intro-3  - The  LINK  Educational  Package  Goals 

□ Overhead  lntro-4  - The  LINK  Educational  Package  Goals 


Time 

10  minutes 
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Learning  Objectives 

Participants  will  be  able  to: 

T.  define  psychoactive  drugs  and  list  some  commonly 
known  examples 

2.  describe  the  difference  between  drug  use  and  drug  abuse. 

Key  Learning  Points 

• Definition  of  a Psychoactive  Drug:  “Psychoactive  drug” 
describes  any  substance  that  has  the  capacity  to  change  the 
mood,  state  of  mind  or  state  of  being  of  the  user. 

•The  point  at  which  drug  use  becomes  abuse  can  be  seen  as  a 
social  value  judgment  that  varies  based  on  time,  place  and 
cultural  context  of  use.  According  to  the  American  Medical 
Association  definition,  when  a person’s  use  leads  to  physical 
or  psychological  problems  or  anti-social  behavior,  then  it 
becomes  abuse. 


Suggested  Learning  Activities 
Introduction  to  Module  One 

Start  the  session  by  describing  the  goal  and  overall  learning 
objectives  for  Module  One,  to  prepare  participants  for  the  topics 
to  follow. 


Materials 

□ Overhead  1-1  - Module  One:  Goal 

□ Overhead  1-2  - Module  One:  Objectives 

Time 

2 minutes 
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Definition  of  a Psychoactive  Drug 

To  arrive  at  a shared  definition,  present  the  definition  of  a 
psychoactive  drug.  Then  ask  the  group  to  suggest  substances 
that  they  think  would  and/or  would  not  be  classified  as  a 
psychoactive  drug,  according  to  that  definition.  You  can  ask 
participants  to  be  specific  by  identifying  drugs  that  they 
feel  are  of  particular  concern  for  their  clients.  These  might 
include  alcohol  and  prescription  drugs. 


Materials 

□ Overhead  1-3  - Definition  of  a Psychoactive  Drug 


Time 

5 minutes 
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History  of  the  Addictions  Field 

Learning  Objectives 

Participants  will  be  able  to: 

1.  describe  the  development  of  the  addictions  field  in  Canada 
in  terms  of  (1)  the  evolving  understanding  of  the  under- 
lying causes  of  use  and  abuse;  (2)  the  changing  nature  of 
treatment  services. 


Key  Learning  Points 

• Our  understanding  of  the  causes  and  problems  attributed  to 
alcohol  and  drug  use  has  evolved  with  our  understanding  of 
human  behavior. 

• In  the  1800s,  the  temperance  movement  advocated  against 
all  use  of  alcohol.  Alcohol  addiction  was  viewed  primarily 
as  moral  weakness.  During  this  time  and  until  the  early 
1900s,  treatment  was  available  from  a small  number  of 
private  facilities. 

• It  was  not  until  World  War  II  that  “alcoholism”  was  recog- 
nized and  was  treated  as  a legitimate  problem  by  health  care 
professionals.  Alcoholics  Anonymous  (AA)  was  established 
in  Canada  during  this  time. 

• Between  World  War  II  and  1960,  provincial  governments 
began  to  fund  agencies  to  develop  addiction  treatment 
services.  A range  of  services  was  developed  and  professionals 
from  many  disciplines  became  involved.  In  the  mid-1960s,  the 
mandate  for  treatment  agencies  was  expanded  to  include  drugs 
other  than  alcohol.  The  problems  posed  by  younger  and  multi- 
ple-drug abusing  populations  began  to  be  addressed. 
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Suggested  Learning  Activities 


Present  the  history  of  the  addictions  field,  stressing  key 
learning  points. 

Emphasize  the  relationship  between  our  changing  view  of  the 
causes  of  drug  abuse  and  the  implications  for  treatment. 


No  Materials 


Time 

5 minutes 
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How  Much  Alcohol  and  Drugs 

Do  Canadians  Use? 

Learning  Objectives 

Participants  will  be  able  to: 

1 . describe  the  alcohol  and  drug  consumption  patterns  in 

Canada  with  respect  to  alcohol  and  prescription,  illicit 
and  multiple  drug  use. 

s 

Key  Learning  Points 

• A recent  survey  asked  over  13,000  Canadians  about  their 
alcohol  and  drug  consumption.  The  highlights  of  the  results 
have  been  summarized  according  to  alcohol  use,  prescription 
drug  use,  illicit  drug  use,  and  multiple  drug  use. 

• tti 

Suggested  Learning  Activities 

Ask  participants  to  form  three  groups  and  hand  out  copies  of  the 
section  How  Much  Alcohol  and  Drugs  Do  Canadians  Use?  to  each 
group.  Assign  one  of  the  following  topics  to  each  group:  Alcohol 
Use,  Prescription  Drug  Use,  or  Illicit  and  Multiple  Drug  Use.  Ask 
the  groups  to  take  a few  minutes  to  discuss  the  material,  making 
note  of: 

• statistics  they  find  surprising 

• statistics  that  relate  directly  to  the  coexisting  problems  of 
alcohol/drug  use  and  violence  against  women  and  children  in 
relationships 

• whether  these  statistics  reflect  their  experiences 

• how  the  statistics  might  be  useful  in  their  work. 

When  groups  are  ready,  ask  each  group  to  comment  on  each 
of  the  four  points  listed  above.  Conclude  by  suggesting  how 
participants  can  get  statistics  about  their  own  communities. 

• 
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Materials 

□ Copies  of  How  Much  Alcohol  and  Drugs  Do  Canadians  Use? 
section  from  the  information  resource  material 

□ Flipchart  paper,  markers,  tape 

Time 

15  minutes 
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Conceptual  Models  of 

Alcohol  and  Drug  Use 

Learning  Objectives 

Participants  will  be  able  to: 

1 . describe  some  conceptual  models  in  terms  of  the  model’s 
perspective  on  the  causes  of  drug  abuse  and  how  a problem 

should  be  treated. 

\ 

• 

Key  Learning  Points 

• Alcohol  and  drug  abuse  is  one  of  Canada’s  most  important  and 
costly  health  and  social  problems.  A focus  on  the  addictions 
field  has  produced  much  research  that  reflects  an  evolving 
understanding  of  the  nature  of  alcohol  and  drug  use. 

• An  outcome  of  this  research  is  a variety  of  models  that  offer 
different  perspectives,  describing  the  causes  of  alcohol  and 
drug  use,  how  problems  should  be  treated,  and  what  the 
outcome  of  treatment  should  ideally  be. 

ill 

Suggested  Learning  Activities 

Ask  participants  to  form  small  groups  of  three  or  four  and  give 
each  group  a copy  of  the  section  Conceptual  Models  of  Alcohol 
and  Drug  Use  from  the  information  resource  material.  Assign 
each  group  one  of  the  models  to  examine.  Ask  participants  to 
read  the  description  of  the  model  and  then,  as  a group,  answer 
the  following  questions: 

1.  According  to  the  model,  what  causes  alcohol  or  drug  abuse? 

2.  What  type  of  treatment  is  described? 

3.  Name  a treatment  facility  in  your  community  that  applies 
this  model. 

When  the  groups  are  ready,  discuss  each  model  by  asking  each 
group  to  answer  the  questions. 
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Materials 

□ Copies  of  Conceptual  Models  of  Alcohol  and  Drug  Use 
from  the  information  resource  material 

□ Flipchart  paper,  markers,  tape 

Time 

15  minutes 
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Exploring  the  Myths 

Learning  Objectives 

Participants  will  be  able  to: 

1 . examine  some  prevalent  myths  about  alcohol  and  drug  use 
and  its  treatment,  as  seen  in  common  attitudes  and  beliefs. 

Key  Learning  Points 

• There  are  many  common  misconceptions  about  the  use  and 
abuse  of  alcohol  and  other  drugs.  These  misconceptions  can 
interfere  with  our  ability  to  understand  and  empathize  with 
alcohol  and  drug  users  and  to  intervene  effectively  in  drug  and 
alcohol  problems.  Awareness  of  these  myths  can  lead  us  to 
examine  our  own  attitudes  and  beliefs. 

Suggested  Learning  Activities 

Use  overheads  of  the  myths  discussed  in  this  section. 

For  each  myth,  use  the  following  process  for  discussion. 

Note:  If  you  are  short  of  time,  discuss  only  those  myths 

you  think  are  most  important. 

Review  with  the  group  as  many  of  the  myths  listed  as  time 

permits,  using  the  following  method: 

1.  Use  a show  of  hands  to  determine  whether  the  group  feels 
the  myth  is  “very  widespread,”  “somewhat  present”  or 
“rarely  held”  by  care  givers.  Record  these  votes  on  a flipchart. 
(Create  a grid  with  one  row  for  each  myth,  and  three 
columns,  one  for  each  possible  vote.) 

2.  Gather  and  record  the  group’s  ideas  as  to  the  consequences 
of  these  myths. 

3.  Ask  their  views  of  the  reality  that  corresponds  to  each  myth. 
Invite  comments,  questions  or  concerns. 

4.  Conclude  with  how  pervasive  the  myths  appear  to  be.  Which 
myths  are  most  common?  For  which  myths  are  there 
consensus  and  for  which  myths  are  there  different  opinions 
within  the  group? 
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5.  Reinforce  the  importance  of  being  aware  of  these  myths 
by  reviewing  the  consequences  the  participants  themselves 
have  identified. 

Materials 

□ Copies  of  Myths  About  Alcohol  and  Drug  Use 
from  the  information  resource  material 

□ Overheads  1-4  to  1-7  - Exploring  the  Myths: 

Alcohol  and  Drug  Use 

□ Flipchart  paper,  markers,  tape 

Time 

20  minutes 
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Alcohol  and  Drug  Effects 


Learning  Objectives 

Participants  will  be  able  to: 

1.  describe  different  methods  for  measuring  dose  for  prescription 
and  over-the-counter  drugs,  alcohol  and  illicit  drugs 

2.  list  four  common  methods  of  drug  administration 

3.  list  some  of  the  other  factors  that  influence  drug  effects  on 
an  individual 

4.  classify  common  drugs  according  to  their  pharmacological 
categories  and  describe  some  of  their  short-  and  long-term 
side  effects 

5.  define  the  types  of  drug  interactions  that  can  occur, 
including  antagonism  and  enhancement 

6.  define  the  terms  tolerance,  dependence,  addiction  and 
withdrawal  and  describe  some  characteristics  of 
common  drugs. 


Key  Learning  Points 

Measuring  Dose 

• Dose  is  measured  differently  for  different  types  of  drugs. 

Route  of  Administration 

• For  a psychoactive  drug  to  take  effect,  it  must  reach  the  brain 
through  the  bloodstream.  The  speed  at  which  this  occurs  is 
determined  by  the  route  of  administration.  There  are  four 
routes  commonly  used:  ingestion,  inhalation,  absorption 
across  mucous  membranes,  and  injection. 

Other  Factors  Influencing  Drug  Effects 

• Other  factors  influence  the  effects  of  a drug  on  an  individual. 
These  include:  body  size,  age,  gender,  nutrition,  health  status, 
mood,  setting,  and  the  individual’s  expectation  of  effect. 
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Drug  Classification 

• Drugs  can  be  classified  in  a number  of  ways,  but  a familiar 
method  of  classification  is  by  their  pharmacological  effects. 
This  classification  includes:  cannabis,  hallucinogens,  narcotic 
analgesics,  sedative-hypnotics,  tranquillizers,  and  stimulants. 

Drug  Interactions 

• A drug  interaction  occurs  when  one  drug  alters  the  action  or 
effects  of  another  drug  present  in  the  body  at  the  same  time. 

• Drug  interactions  can  act  to  enhance  each  other’s  effects.  Drugs 
can  have  an  antagonistic  effect  when  one  drug  either  blocks  or 
cancels  out  the  effects  of  another  drug.  Not  all  drugs  interact 
with  other  drugs. 

The  Body’s  Responses  to 
Drugs:  Effects  of  Long-Term  Use 

• Tolerance,  dependence  and  withdrawal  describe  processes  that 
affect  an  individual’s  physical  and  psychological  responses  to 
chronic  drug  use. 

• Tolerance  means  that,  over  time  and  with  regular  use,  an  indi- 
vidual will  need  more  of  a drug  to  achieve  the  same  effect. 

Most  drugs  have  more  than  one  effect  and  tolerance  occurs  for 
different  effects  at  different  rates. 

• People  can  be  described  as  drug-dependent  when  they  con- 
tinue to  use  a drug  because  they  experience  discomfort  or  dis- 
tress when  use  is  discontinued.  Drug  dependence  is  described  in 
terms  of  separate  psychological  and  physical  components. 

• Psychological  dependence  is  the  emotional  or  mental  drive  to 
continue  taking  a drug,  because  the  user  feels  that  the  drug’s 
effects  are  necessary  to  maintain  a sense  of  well-being. 

• Physical  dependence  is  defined  as  the  adjustment  of  bodily  tis- 
sues in  response  to  the  continued  presence  of  a drug.  Disturb- 
ing withdrawal  symptoms  develop  when  use  of  the  drug  is  dis- 
continued. 

• Addiction  is  used  to  describe  dependent  patterns  of  drug  use 
and  can  be  described  as  a continuum  of  escalating  use. 

• Withdrawal  refers  to  a set  of  physical  symptoms  and 
reactions  that  take  place  when  a dependent  drug  user 
suddenly  stops  using. 
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• The  physical  symptoms  of  withdrawal  can  be  the  opposite 
of  the  effects  of  the  drug,  because  the  body  has  been  compen- 
sating for  the  drug.  However,  you  cannot  accurately  infer  what 
drug  has  been  used  from  observing  withdrawal. 

•The  duration  of  withdrawal  varies  with  the  type  of  drug  and 
depends  on  dose,  duration  of  use,  and  other  pharmacological 
factors.  Withdrawal  from  some  drugs  can  be  life-threatening 
and  medical  supervision  should  be  considered. 


Suggested  Learning  Activities 

Introduction 

Use  Overhead  1-8  to  introduce  the  factors  that  determine 
alcohol  and  drug  effects. 


Materials 

□ Overhead  1-8  - Alcohol  and  Drug  Effects 


Time 

5 minutes 


Measuring  Dose  and  Route  of  Administration 

Using  lecture  format,  briefly  present  information  on  dose  and 
administration,  emphasizing  key  learning  points.  This  informa- 
tion can  also  be  delivered  in  a handout. 


Materials 

□ Overhead  1-9  - Standard  Drink 


Time 

5 minutes 


Classification  of  Drugs,  Drug  Interactions, 
and  the  Effects  of  Long-Term  Use 

Using  lecture  format,  explain  that  drugs  can  be  classified 
according  to  their  pharmacological  effects. 

Using  Overhead  1-10,  briefly  describe  the  pharmacological 
characteristics  of  cannabis,  hallucinogens,  narcotic  analgesics, 
sedative-hypnotics,  tranquillizers  and  stimulants. 
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Using  lecture  format  and  overheads  1-11  to  1-15,  explain  the 
concepts  of  drug  interaction  and  tolerance,  dependence, 
addiction  and  withdrawal. 


Use  the  list  of  drugs  below,  or  other  drugs  that  you  feel  are  most 
relevant  to  the  participants,  to  answer  and  record  the  following: 

1.  Write  the  first  drug  on  flipchart  paper. 

2.  Ask  participants  to  predict  the  short-  and  long-term 
effects  of  the  drug. 

3.  Ask  participants  if  the  drug  can  produce  physical 
and/or  psychological  dependence. 

4.  What  are  the  symptoms  of  withdrawal  for  this  drug? 

5.  When  these  questions  are  answered,  list  the  next  drug 
and  ask  and  record  the  same  questions  again. 

Drug  List 

• cocaine  • heroin  • LSD  • alcohol  • cannabis 

• Valium  • codeine  • PCP  • glue  • methedrine. 

Materials 

□ Overhead  1-10  - Drug  Class  Types 

□ Overhead  1-11  - Tolerance 

□ Overhead  1-12,  1-13  - Dependence 

□ Overhead  1-14  - Addiction 

□ Overhead  1-15  - Withdrawal 

□ Copies  of  Drug  Information  Charts 
from  the  information  resource  material 

□ Flipchart  paper,  markers,  tape 


Time 

15  minutes 
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Prescription  Drugs 

Learning  Objectives 

Participants  will  be  able  to: 

1.  describe  some  of  the  problems  associated  with  prescription 
drug  use. 

# 

Key  Learning  Points 

s 

• Psychoactive  drugs  are  often  prescribed,  especially  to  women, 
to  cope  with  anxiety,  fear  and  other  emotional  or  psychological 
distress.  Physical  and  psychological  dependence  can  develop 
quickly  with  many  of  these  drugs,  and  many  drugs  can  have 
unpredictable  side  effects. 

• Individuals  are  often  not  well-informed  about  the  effects  or 
interactions  of  the  prescription  drugs  they  take.  This  can  lead 
to  dangerous  misuse. 

• Some  medical  conditions  indicate  the  continued  use  of 
prescription  drugs.  This  use  should  be  carefully  monitored. 

Mi 

Suggested  Learning  Activities 

Ask  participants  if  they  have  had  any  experiences  with  clients 
who  have  been  using  prescription  drugs.  What  were  some  of  the 
issues  around  this  type  of  drug  use  and  their  clients?  Provide 
participants  with  the  opportunity  to  discuss  their  experiences. 

As  participants  talk,  make  note  of  key  points  raised  and  ensure 
the  key  learning  points  have  been  discussed.  Add  any  informa- 
tion necessary. 

No  Materials 

Time 

15  minutes 

• 
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The  Process  of  Developing  an 
Alcohol/Drug  Problem 


Learning  Objectives 

Participants  will  be  able  to: 

1.  list  some  of  the  predisposing  factors  that  influence  the 
development  of  an  alcohol/drug  problem  in  an  individual 

2.  place  an  individual  on  a continuum  of  drug  use 

3.  describe  the  cycle  of  developing  dependence  and  list  some  of 
the  psychological  and  social  indicators  that  can  be  attributed 
to  the  different  phases  in  the  cycle. 

Key  Learning  Points 
Predisposing  Factors 

• Alcohol/drug  problems  usually  develop  gradually,  often  start- 
ing in  the  young  adult  years  with  the  use  of  socially  accepted 
substances,  such  as  alcohol  and  tobacco.  There  are  many  risk 
factors  that  can  contribute  to  the  development  of  a substance 
use  problem. 

The  Continuum  of  Drug  Use 

• An  individual’s  involvement  with  a drug  can  be  placed  on  a 
continuum  of  use  that  ranges  from  non-use  to  dependency. 

•The  continuum  is  a useful  framework,  because  it  shows  us 
that  movement  along  the  continuum  is  not  inevitable  and 
that  individuals  can  be  influenced  positively. 

• Not  everyone  moves  along  the  continuum  from  non-use 
to  dependency.  An  individual  may  increase  their  drug  use 
at  a particular  time  in  life,  but  that  increased  use  may  not 
necessarily  be  sustained. 

• The  stages  along  the  continuum  include:  non-use,  experi- 
mental use,  social  (or  occasional)  use,  harmful  involvement, 
and  finally  dependence.  It  is  important  to  note  that  there  is 
no  clear  line  that  delineates  the  various  stages. 
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The  Cycle  of  Dependence 

• Dependence  can  be  either  physical,  psychological,  or  both. 

• The  process  of  developing  dependency  can  be  depicted  as  a 
cycle  with  various  physical,  psychological  and  social  indicators 
that  can  be  attributed  to  the  different  phases  in  the  cycle. 


Suggested  Learning  Activities 


Predisposing  Factors 

Using  a lecture  format  and  Overhead  1-16,  explain  the  concept 
of  predisposing  factors,  using  examples  listed  on  the  overhead. 
Ask  participants  which  factors  they  feel  are  predominant  among 
their  clients. 


Materials 

□ Overhead  1-16  - Predisposing  Factors 

Time 

10  minutes 


The  Continuum  of  Drug  Use  and 
The  Cycle  of  Dependence 

Use  Overhead  1-17  to  describe  the  continuum  of  drug  use  and 
the  stages  along  the  continuum.  Emphasize  key  learning  points 
during  the  presentation. 

Using  Overhead  1-18,  explain  the  cycle  of  dependence, 
emphasizing  key  learning  points. 

Ask  participants  to  form  small  groups  of  three  or  four  and 
provide  a copy  of  one  case  study  (found  with  the  overhead 
masters  on  colored  paper)  to  each  group.  Ask  each  group  to 
read  their  case  and  answer  the  questions  at  the  end  of  the  case. 
The  questions  include: 

• Where  does  the  client  belong  on  the  continuum  of  drug  use? 

• Does  the  client  fit  on  the  continuum  in  more  than  one  place? 

• Is  the  client  moving  up  or  down  the  continuum? 

• How  might  the  continuum  be  useful  in  practice? 
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When  groups  are  ready,  ask  a representative  from  each  group  to 
brief  the  larger  group  on  their  case  and  identify  where  the  client 
is  on  the  continuum. 

Materials 

□ Overhead  1-17  - Continuum  of  Drug  Use 

□ Overhead  1-18  - Cycle  of  Dependence 

□ Copies  of  Case  Studies  for  activity 

□ Flipchart  paper,  markers,  tape 

Time 

20  minutes 
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Summary  of  Suggested  Learning  Activities 

Module  2 

Orientation  to  Violence  Against 
Women  and  Children  in  Relationships 


Page 


Introduction  to  Module  Two 

s 

1 

2 minutes 
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Introduction 


Learning  Objectives 

Participants  will  be  able  to: 

1.  define  and  explain  the  use  of  the  term  “violence  against 
women  and  children  in  relationships.” 


Key  Learning  Points 

\ 

•The  term  “violence  against  women  and  children  in  relation- 
ships” is  defined  as  “the  abuse  of  power  within  the  context  of  a 
family,  a trust  or  dependency  relationship.  It  can  take  the  form 
of  physical,  sexual,  psychological,  emotional  or  financial  abuse 
or  neglect.” 

•The  term  “violence  against  women  and  children  in  relation- 
ships” is  more  inclusive  of  different  types  of  family 
relationships. 

• Female  violence  is  usually  in  self-defence  and  women  do  not 
usually  have  the  same  power  to  control  as  do  male  partners. 
However,  women  must  assume  responsibility  for  any  violence 
they  initiate  in  their  relationships. 


Suggested  Learning  Activity 
Introduction  to  Module  Two 

To  orient  participants  to  Module  Two,  use  Overheads  2-1  and 
2-2  to  review  the  goal  and  objectives  of  this  module.  Stress 
that  the  focus  of  this  module  is  on  violence  against  women  and 
children  in  relationships,  not  on  other  kinds  of  violence. 


Materials 

□ Overhead  2-1  - Module  Two:  Goal 

□ Overhead  2-2  - Module  Two:  Objectives 


Time 

2 minutes 
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Definition  of  Violence  Against 
Women  and  Children  in  Relationships 

Ask  participants  to  define  “family”  and  “spouse.”  After  sugges-  ' 
tions  have  been  offered,  use  Overhead  2-3  to  explain  that, 
because  there  are  so  many  different  types  of  relationships  that 
can  be  described  as  “family”  and  “spouse,”  we  will  be  using  the 
term  “violence  against  women  and  children  in  relationships” 
rather  than  “spouse  abuse”  or  “family  violence”  to  reflect  the 
reality  of  the  relationships  involved. 

Using  Overhead  2-4,  offer  a definition  of  violence  behavior. 

Materials 

□ Overhead  2-3  - Definition  of  Violence  Against 
Women  and  Children  in  Relationships 

□ Overhead  2-4  - Violence  Behavior 

Time 

5 minutes 


Trainer’s  Guidebook 

Module  2 


INTRODUCTION 


2 
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Beliefs  and  Other  Factors  that 

Perpetuate  Violence 

Learning  Objectives 

Participants  will  be  able  to: 

1.  list  and  describe  some  of  the  beliefs,  attitudes  and  behaviors 
that  contribute  to  partner  and  child  abuse  today. 

• 

V 

Key  Learning  Points 

• Violence  against  women  and  children  has  been  condoned 
throughout  history  in  most  parts  of  the  world.  Examples  of 
the  belief  in  the  rights  of  men  to  rule  their  wives  have  been 
reflected  in  law. 

• Many  countries  now  have  laws  that  prohibit  violence  within 
the  family,  but  beliefs,  attitudes  and  behaviors  directly  or  indi- 
rectly shape  the  informal  yet  real  world  of  social  and  family 
practices  and  relationships  in  ways  that  may  increase  the  likeli- 
hood of  violence  against  women  and  children.  These  practices 
include:  (1)  traditional  male  roles,  (2)  traditional  female  roles, 
(3)  privacy  of  the  home,  (4)  acting  for  the  sake  of  the  children, 
and  (5)  blaming  the  abused. 

Mi 

Suggested  Learning  Activities 

Hand  out  copies  of  the  beliefs  described  on  pages  3 to  5 of 
Module  Two.  Ask  participants  to  take  a few  minutes  to  read 
them  over. 

When  they  are  ready,  ask  participants  to  suggest  some  of  the 
current  beliefs  and  attitudes  that  shape  today’s  social  and  family 
practices  in  ways  that  increase  the  likelihood  of  violence  against 
women  and  children.  Take  time  to  discuss  any  points  that  are 
brought  up. 

To  summarize,  use  Overhead  2-5  to  discuss  any  points  that  were 
not  suggested  through  participant  discussion. 
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Materials 

□ Copies  of  beliefs  from  pages  3 to  5 in  the  information 
resource  material 

□ Overhead  2-5  - Beliefs  and  Other  Factors  that 
Perpetuate  Violence 

Time 

15  minutes 
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• 

Conceptual  Model  of  Violence 

Learning  Objectives 

Participants  will  be  able  to: 

1.  explain  how  the  Power  and  Control  Wheel  illustrates 
the  dynamics  of  violence  in  relationships 

2.  identify  the  different  forms  of  violence  that  take  place 
in  relationships. 

• 

Key  Learning  Points 

• The  Power  and  Control  Wheel  describes  violence  against 
women  and  children  in  relationships  as  a cycle  of  violence 
rooted  in  issues  of  power  and  control.  The  cyclical  nature  of 
physical  violence  illustrates  that  violence  behavior  is  not  a 
one-time  experience.  The  wheel  provides  a tool  for  highlight- 
ing how  society’s  beliefs  are  used  to  rationalize  various  tactics 
of  power  and  control  and  for  understanding  the  dynamics  of 
a situation. 

• The  Wheel  of  Equality  provides  a comparative  view  of  a 
positive  relationship. 

a 

Suggested  Learning  Activities 

Using  Overhead  2-6,  present  the  Power  and  Control  Wheel, 
emphasizing  that  the  Wheel  illustrates  that  the  central  moti- 
vating factor  for  violence  is  to  maintain  power  and  control. 
Identify  each  category  of  violence  (or  “spoke”  on  the  wheel). 
Using  Overhead  2-7,  present  the  Wheel  of  Equality  as  a 
comparative  view  of  a positive  relationship. 

an 

Distribute  copies  of  the  Power  and  Control  Wheel,  and  ask  par- 
ticipants to  turn  to  a neighbor  and  look  at  each  “spoke”  of  the 
wheel,  considering  the  following  two  questions: 

1 . Are  there  types  of  violence  behavior  described  by  the  Power 
and  Control  Wheel  that  they  might  not  have  thought  to 
explore  with  clients  in  the  past? 

• 

Trainer’s  Guidebook 

Module  2 

CONCEPTUAL  MODEL  OF  VIOLENCE  5 

Module  4 Module  5 Readings  Module  3 


2.  How  might  the  Power  and  Control  Wheel  be  useful  when 
considering  the  possibility  of  violence  in  their  clients’  lives? 

When  participants  are  ready,  ask  groups  to  share  their  answers  to 
the  two  questions. 

Materials 

□ Overhead  2-6  - Power  and  Control  Wheel 

□ Overhead  2-7  - Wheel  of  Equality 

□ Copies  of  the  Power  and  Control  Wheel  and  the 
Wheel  of  Equality 

Time 

15  minutes 
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# 

# 

Vulnerability 

Learning  Objectives 

Participants  will  be  able  to: 

1.  describe  the  concept  of  vulnerability 

2.  list  some  of  the  barriers  that  make  some  groups  of 
women  more  vulnerable  in  violent  relationships. 

V 

Key  Learning  Points 

• Vulnerability  describes  those  who  are  at  higher  risk  for 
violence  due  to  their  position  in  society.  The  more 
disadvantages  a person  faces,  the  more  obstacles  will  be 
in  her  path  to  changing  her  circumstances. 

• Women  and  children  of  all  cultures  have  similarities  and  share 
common  experiences.  However,  there  are  some  factors  that 
may  make  women  from  cultural  minorities  more  vulnerable  to 
violent  behavior.  These  factors  include:  language  barriers,  lack 
of  knowledge  and  access  to  services,  inappropriate  delivery  of 
services,  and  communities  that  may  be  more  accepting  of  male 
authority  in  the  home. 

• Seeking  treatment  often  isolates  an  abused  woman  from 
the  very  community  from  which  she  derives  support.  This 
isolation  can  prevent  women  from  leaving  abusive  situa- 
tions. A respected  member  of  the  same  culture  can  serve 
as  a role  model. 

a 

Suggested  Learning  Activities 

Using  Overhead  2-8,  use  the  lecture  format  to  describe  the 
concept  of  vulnerability.  Emphasize  key  learning  points. 

dm 

* 

Ask  participants  to  suggest  the  barriers  that  make  women  from 
specific  groups  - including  Aboriginal  women,  women  with 
disabilities,  immigrant  women,  older  women,  low  income 
women,  survivors  of  childhood  abuse,  and  women  of  color  - 
more  vulnerable  to  violence  in  relationships. 
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Summarize  participant  comments  using  key  learning  points. 

Materials 

□ Overhead  2-8  - Vulnerability 

Time 

10  minutes 
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Violence  Against  Women  in  Relationships 

Learning  Objectives 

Participants  will  be  able  to: 

1 . identify  common  myths  about  violence  against  women 
in  relationships 

2.  identify  types  of  abusive  behaviors  against  women  in 
relationships 

V 

3.  describe  the  impact  of  violent  behaviors  on  women  using 
a five-stage  process 

4.  explain  how  the  Cycle  of  Violence  illustrates  the  dynamics 
of  violence  in  relationships 

5.  define  the  concept  of  learned  helplessness  and  describe 
the  new  Survivor  Model 

6.  describe  some  of  the  reactions  of  women  who  have 
experienced  violent  behavior  in  relationships  and  explain 
how  overcoming  them  can  lead  to  active  help-seeking. 


Key  Learning  Points 

Exploring  the  Myths 

• There  are  many  misconceptions  about  violence  against  women 
in  relationships  that  interfere  with  our  ability  to  understand 
and  to  empathize  with  those  who  have  been  abused. 

Types  of  Violence  Against  Women 

• Any  behavior  or  combination  of  behaviors  - physical,  sexual, 
emotional,  psychological  or  economic  - used  to  control  anoth- 
er person  through  intimidation,  humiliation,  coercion,  or 
threats  against  self  or  others  constitutes  abuse.  It  is  important 
to  keep  in  mind  that  different  types  of  violent  behaviors  do  not 
occur  in  isolation  from  one  another. 

Impact  of  Violence  on  Women:  The  Stages 

• The  impact  of  violent  behavior  on  women  can  be  explained  as 
a process  of  stages  or  phases  including:  (1)  denial/minimizing/ 
rationalization,  (2)  blame,  (3)  seeking  help,  (4)  ambivalence, 


Trainer’s  Guidebook 

Module  2 


VIOLENCE  AGAINST  WOMEN  IN  RELATIONSHIPS 


9 


Module  4 Module  5 Readings  Module  3 


and  (5)  living  without  violence.  It  is  important  to  remember 
that  all  women  may  not  experience  each  stage,  nor  will  they 
necessarily  go  through  every  stage  as  described. 

The  Cycle  of  Violence 

• The  Cycle  of  Violence  illustrates  the  recurring  patterns  of 
behavior  in  a violent  relationship.  Violence  does  not  necessa- 
rily occur  in  the  order  depicted  by  the  cycle,  since  individuals 
and  families  respond  differently. 

• The  perceived  decrease  in  tension  following  a violent  episode, 
described  by  the  Cycle  of  Violence,  is  not  always  felt  by  those 
who  have  been  abused. 

Why  Women  Stay 

• One  of  the  most  enduring  explanations  for  women  remaining 
in  violent  relationships  is  the  characterization  of  battered 
women  as  helpless,  passive  and  hopeless.  Recently,  the  concept 
of  learned  helplessness  has  been  disputed.  Studies  have  shown 
that  women  can  play  an  active  role  in  seeking  an  end  to  the 
violence  and  that,  if  the  appropriate  resources  are  available, 
women  can  become  mobilized  to  change  their  lives.  This  is 
part  of  the  new  Survivor  Model. 

• Many  women  who  have  experienced  violence  in  relationships 
experience  feelings  of  self-doubt,  low  self-esteem,  guilt,  blame, 
isolation,  anxiety  and  depression.  These  feelings  can  be  viewed 
as  transitional  reactions  that  could  be  anticipated  prior  to 
women  actively  seeking  help. 

• Women  who  experience  violence  in  relationships  share  three 
common  reactions  that  must  be  overcome  before  they  can  seek 
help.  These  three  reactions  include:  (1)  traumatic  shock, 

(2)  feelings  of  failure  to  save  the  relationship,  and  (3)  separa- 
tion anxiety. 


Suggested  Learning  Activities 

Exploring  the  Myths 

Using  Overheads  2-9  and  2-10,  discuss  the  truth  behind  each 
myth  (or  selected  myths).  Ask  participants  which  myths  they 
feel  are  most  commonly  believed  and  why.  How  do  participants 
feel  these  myths  affect  their  work? 


Trainer’s  Guidebook 

Module  2 


VIOLENCE  AGAINST  WOMEN  IN  RELATIONSHIPS 


Materials 

□ Overheads  2-9  to  2-10  - Exploring  the  Myths: 
Violence  Against  Women  in  Relationships 

Time 

15  minutes 


Types  of  Violence  Against  Women 

Review  the  different  types  of  violence  behavior  using 

Overhead  2-11.  Briefly  define  each  type. 

s 

Impact  of  Violence  on  Women:  The  Stages 
Using  lecture  format  and  Overhead  2-12,  describe  the  stages  in 
the  impact  of  violence  behaviors  on  women.  Emphasize  key 
learning  points. 


The  Cycle  of  Violence 

Using  Overhead  2-13,  describe  the  Cycle  of  Violence,  empha- 
sizing key  learning  points. 


Why  Women  Stay 

Introduce  this  discussion  by  asking  participants  to  offer  sugges- 
tions as  to  why  women  stay  in  violent  relationships.  Document 
suggestions  on  flipchart  paper. 

When  participants  have  completed  their  suggestions,  complete 
your  list  by  adding  from  the  list  on  page  18  in  Module  Two. 
Emphasize  that  there  is  no  one  reason  that  women  stay. 

Using  Overheads  2-14  and  2-15,  present  key  learning  points 
about  why  women  stay  in  violent  relationships. 


Materials 

□ Overhead  2-1 1 - Types  of  Violence  Behaviors  Against  Women 

□ Overhead  2-12  - Impact  of  Violence  Behaviors  on  Women: 
The  Stages 

□ Overhead  2-13  - The  Cycle  of  Violence 

□ Overhead  2-14  - Why  Women  Stay 

□ Overhead  2-15  - Why  Women  Stay 

□ Flipchart  paper,  marker 


Time 

30  minutes 
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Ask  participants  to  form  small  groups  of  three  to  four.  Hand  out 
copies  of  Letter  from  an  Abused  Woman,  found  with  the  overhead 
masters  for  Module  Two.  Ask  participants  to  read  the  letter  and, 
as  a group,  identify  the  stages  describing  the  impact  of  violence 
(Overhead  2-12)  the  woman  went  through  and  the  reactions  she 
experienced. 

When  groups  are  ready,  ask  each  group  to  share  one  or  two  of 
the  stages  and  reactions  they  identified. 

Ask  for  participant  reaction  to  the  handout.  How  might  the 
stages  have  an  impact  on  how  they  do  their  work? 


Materials 

□ Copies  of  Letter  from  an  Abused  Woman 


Time 

15  minutes 
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Violence  Against  Children 
Within  the  Family 


Learning  Objectives 

Participants  will  be  able  to: 

1.  define  what  is  meant  by  “violence  against  children  within 
the  family” 

2.  list  some  of  the  common  myths  surrounding  violence  against 
children  within  the  family 

3.  identify  the  six  types  of  child  abuse 

4.  describe  the  impact  on  children  who  experience  violence 
within  the  family,  including  trauma  bonding,  boundary 
violation  and  dissociation 

5.  explain  how  the  Generational  Cycle  of  Violence  can  occur 

6.  describe  a service  provider’s  legal  obligations  concerning 
the  reporting  of  offences  of  violence  against  children. 


Key  Learning  Points 

• Violence  against  children  is  the  mistreatment  or  neglect  of  a 
child  by  a parent,  guardian  or  care  giver  that  can  result  in 
injury  or  harm  to  that  child. 

• Violence  against  children  within  the  family  can  produce  both 
initial  effects  observable  in  childhood  and  residual  or  long- 
term effects  in  adulthood. 

• Children  are  particularly  vulnerable,  because  they  often  cannot 
speak  out  and  find  help.  Often  they  are  afraid  of  the 
consequences  to  the  family  or  they  feel  responsible  and  fear 
the  unknown. 

• Because  there  is  no  national  vehicle  for  collecting  child  abuse 
statistics,  it  is  difficult  to  determine  the  prevalence  of  the  prob- 
lem in  Canada.  The  scope  is  also  difficult  to  determine, 
because  it  is  only  possible  to  document  those  cases  that  are 
reported.  Many  cases  go  unreported. 
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Exploring  the  Myths 

• There  are  many  misconceptions  about  violence  against 
children  within  the  family. 

Types  of  Violence  Against  Children 

• All  cases  of  child  abuse  result  from  the  misuse  of  power  or 
authority  that  an  older  or  more  powerful  person  has  over  a 
younger,  more  vulnerable  child.  There  are  six  major  types, 
including:  (1)  physical  abuse,  (2)  sexual  abuse,  (3)  emotional 
abuse,  (4)  psychological  abuse,  (5)  neglect,  and  (6)  witnessing 
violence.  These  last  two  are  also  types  of  psychological  abuse. 

Impact  of  Violence  on  Children 

• Children  will  respond  to  abuse  differently,  depending  on  their 
age  and  their  developmental  stage.  In  an  abusive  relationship, 
the  messages  that  children  receive  and  often  integrate  - about 
themselves,  their  rights  and  their  responsibilities  - are  confused. 

• Trauma  bonding  is  a specific  effect  of  unresolved  abusive  ex- 
periences on  children.  A traumatic  bond  can  have  far-reaching 
effects  on  an  individual  as  an  adult. 

• Children  who  witness  violence  in  their  families  can  suffer  a 
negative  impact  and  are  themselves  at  greater  risk  of  being 
assaulted.  They  may  suffer  consequences  similar  to  those 
suffered  by  children  who  experience  abuse. 

• Boundaries  are  crucial  to  healthy  psychological  development. 
They  protect  our  individuality  and  differentiate  us  from  other 
people.  Identity  formation  hinges  on  the  appropriate  develop- 
ment of  boundaries.  Abuse  interferes  with  boundary  develop- 
ment when  violations  occur.  Common  effects  of  boundary  vio- 
lation are:  (1)  boundary  ambiguity,  (2)  taking  the  victim’s  role, 
(3)  issues  with  touch,  (4)  body  shame  and  distortions, 

(5)  fear  of  intimacy,  (6)  fear  of  abandonment,  (7)  shame  spiral, 
and  (8)  crisis  orientation. 

• Children  often  do  not  have  the  ability  or  opportunity  to  speak 
out  and  find  the  help  that  they  need.  To  cope,  children  build 
defence  mechanisms  to  help  them  endure  the  physical  and 
emotional  trauma  of  violence. 

• Dissociation  is  the  ability  to  differentiate  parts  of  our 
experience  into  segments.  Children  learn  to  block  abusive 
memories  from  conscious  awareness  until  they  feel  safe 
enough  to  deal  with  them. 
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• 

The  Generational  Cycle  of  Violence 

• Abusive  behavior  is  learned  by  the  child  and  is  then  used  by 
the  individual  to  abuse  a weaker  individual.  This  is  called  the 
Generational  Cycle  of  Violence.  Not  all  abused  children 
become  abusers;  however,  they  are  at  a much  higher  risk  than 
children  who  are  not  abused. 

Reporting  Offences  of  Violence  Against  Children 

• Physical  and  sexual  abuse  of  children  are  offences  under  the 
Criminal  Code  of  Canada  and  warrant  police  investigation. 

Each  province  has  child  welfare  legislation,  protecting  children 
and  outlining  the  legal  duty  to  report  suspected  child  abuse. 

a 

Suggested  Learning  Activities 

Introduction 

Present  key  learning  points  using  lecture  format  to  introduce  the 
topic  of  violence  against  children  in  relationships. 

♦ 

Materials 

□ Overhead  2-16  - Violence  Against  Children  Within  the  Family 

Time 

10  minutes 

Mb 

Exploring  the  Myths 

Using  Overheads  2-17  and  2-18,  discuss  the  truth  behind  each 
myth  (or  selected  myths)  listed.  Ask  participants  which  myths 
they  feel  are  most  commonly  believed  and  why.  How  do  parti- 
cipants feel  these  myths  affect  their  work? 

Materials 

□ Overheads  2-17  and  2-18  - Exploring  the  Myths: 

Violence  Against  Children  Within  the  Family 

Time 

10  minutes 

• 
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Types  of  Violence  Against  Children 

Using  Overhead  2-19,  define  and  describe  types  of  violence 

against  children  within  the  family. 


Materials 

□ Overhead  2-19  - Types  of  Violence  Behaviors 
Against  Children 


Time 

5 minutes 


Impact  of  Violence  Against  Children 
Using  lecture  format,  present  information  on  the  impact  of 
violent  behaviors  on  children  and  on  children  who  witness 
violence.  Use  Overhead  2-20  on  the  common  effects  of  boundary 
violation.  Emphasize  key  learning  points. 


Materials 

□ Overhead  2-20  - Common  Effects  of  Boundary  Violation 

Time 

20  minutes 


Generational  Cycle  of  Violence/Reporting  Offences 
Present  information  about  the  Generational  Cycle  of  Violence 
and  on  reporting  violence  against  children.  Include  information 
focusing  on  local  and  provincial  laws  and  agencies. 


No  Materials 


Time 

10  minutes 
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Toward  an  Understanding  of 
Those  Who  Are  Violent 

Learning  Objectives 

Participants  will  be  able  to: 

1 . list  and  describe  the  common  characteristics  shared  by  those 
who  abuse  their  partners 

2.  describe  the  common  patterns  of  abuse 

3.  define  sexual  assault  as  another  form  of  violence 

4.  identify  the  six  typologies  used  to  describe  those  who 
physically  abuse  children 

5.  define  the  different  categories  used  to  describe  those  who 
sexually  abuse  their  children 

6.  describe  the  six  types  of  female  sexual  abuse  offenders 

7.  describe  the  types  of  behavior  used  to  emotionally 
abuse  children. 


Key  Learning  Points 

Introduction 

• Awareness  of  motivators  and  behaviors  exhibited  in  a violent 
relationship  can  challenge  us  to  rethink  our  beliefs  about  those 
who  abuse. 

Abuse  of  Partners 

• While  those  who  abuse  their  partners  come  from  all  walks  of 
life,  cultures  and  religions,  most  were  themselves  the  object  of 
abuse,  a witness  to  abuse,  or  were  emotionally  or  physically 
deprived  in  childhood.  For  them,  violence  is  a means  to  get 
some  control  and  power  in  their  lives.  Those  who  abuse  share 
some  common  characteristics. 

• Men  sexually  assault  in  order  to  control,  dominate,  degrade 
and  humiliate  their  victims.  Control  and  domination  can  be 
seen  as  necessary  prerequisites,  with  forced  sex  providing  the 
vehicle  for  humiliation  and  degradation.  Those  who  sexually 
abuse  their  partners  require  specialized  treatment  for  recovery. 
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Abuse  of  Children  Within  the  Family 

• The  line  between  punishment  and  abuse  can  be  difficult  to 
identify.  A study  from  Texas  identified  six  typologies  of  those 
who  physically  abuse  children,  including:  excessive  corporal 
punishment;  those  who  educate  through  misguided  methods; 
those  who  use  excessive  corporal  punishment  and  emotional 
abuse;  child  batterer;  serial  batterer;  and  sadist. 

• Men  who  sexually  abuse  children  may  be  acting  for  various 
reasons.  Those  who  molest  children  can  be  categorized  as 
either  fixated  pedophiles  or  regressed  pedophiles.  Sexual 
abuse  of  children  always  includes  emotional  and  psycho- 
logical abuse. 

• Females  represent  a small  percentage  of  the  total  identified 
sex  offender  population.  Female  sex  offending  behavior  is 
not  identical  to  male  sex  offending  behavior,  in  that  it  is  not 
based  on  the  power  differential  between  men  and  women. 
Mathews  describes  the  different  types  of  females  offenders  as: 
(1)  teacher/lover,  (2)  preferential  molester,  (3)  explorer/ 
exploiter,  (4)  psychologically  disturbed,  (5)  male  coerced,  or 
(6)  male  accompanied. 

• Those  who  emotionally  abuse  children  demonstrate  the 
following  behavior:  rejecting,  isolating,  terrorizing,  ignoring 
or  corrupting. 

Providing  Services  for  Those  Who  Are  Violent 

• There  are  those  who  believe  that  treatment  services  should  not 
be  offered  to  those  who  abuse.  However,  others  believe  that 
services  can  be  provided  that  can  help  these  men  to  change. 
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Suggested  Learning  Activities 


# 


Present  information  using  lecture  format,  emphasizing  key 
learning  points. 

If  time  allows,  initiate  a discussion  on  the  issues  surrounding 
the  treatment  of  those  who  abuse  women  or  children  in 
relationships. 


Materials 

□ Overheads  2-21  and  2-22  - Common  Characteristics  of 
Those  Who  Abuse  Their  Partners 


Time 

15  minutes 
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Summary  of  Suggested  Learning  Activities 


Module  3 

The  Link 


Introduction 
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Introduction 

Learning  Objectives 

Participants  will  be  able  to: 

T.  describe  the  link  between  alcohol/drug  use  and  violence 
against  women  and  children  in  relationships  in  terms  of  its 
three  primary  manifestations 

2.  recognize  the  need  for  and  benefits  of  knowledge  exchange 
and  networking  between  the  addictions  field  and  the  family 
violence  field. 

Key  Learning  Points 

• There  is  no  one  simple  link  between  alcohol/drug  use  and 
violence  against  women  and  children  in  relationships.  The  link 
describes  the  coexistence  of  alcohol  or  other  drug  use  and 
violence  against  women  and  children  in  relationships.  There 
are  three  primary  manifestations  of  the  coexisting  problems: 

(1)  the  coexistence  of  current  violence  in  an  adult  relationship 
and  the  use  of  drugs,  (2)  the  coexistence  of  a history  of 
violence  in  childhood  and  subsequent  use  of  drugs,  and 

(3)  the  coexistence  of  violent  behavior  and  the  use  of  drugs. 

• One  major  concern  has  been  whether  the  initial  focus  of  inter- 
vention should  be  on  violence  or  on  alcohol  and  drug  issues. 
Violence  against  women  and  children  in  relationships  has  been 
seen  as  symptomatic  of  addiction  in  those  who  are  violent. 
Family  violence  workers  fear  the  safety  risk  that  arises  if  addic- 
tion workers  assume  that  violence  will  cease  when  alcohol  and 
drug  use  is  stopped.  Addiction  workers  are  concerned  that 
alcohol  and  drug  problems  in  those  who  have  experienced 
abuse  are  seen  solely  as  symptomatic  of  the  trauma  of  violence. 
They  fear  that  family  violence  workers  will  assume  that  alcohol 
or  drug  abuse  will  cease  when  safety  is  restored.  Neither 
assumption  is  correct. 
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• While  the  literature  on  both  violence  against  women  and  chil- 
dren in  relationships  and  alcohol  and  drug  issues  is  extensive, 
the  link  between  the  two  has  only  recently  gained  attention. 
Workers  in  both  fields  need  to  know  as  much  as  possible  about 
each  other’s  fields  and  the  coexisting  problems  of  alcohol/drug 
use  and  violence  against  women  and  children  in  relationships. 
Training  and  networking  are  necessary  among  the  two  fields  to 
develop  more  effective  services. 


Suggested  Learning  Activities 

Introduction  to  Module  Three 


Orient  participants  to  Module  Three  by  presenting  the  goal  and 
objectives  of  the  module  using  Overheads  3-1  and  3-2. 


Materials 

□ Overhead  3-1  - Module  Three:  Goal 

□ Overhead  3-2  - Module  Three:  Objectives 

Time 

2 minutes 


Definition  of  the  Link 

Using  Overheads  3-3  and  3-4,  explain  the  three  manifestations  of 
the  coexisting  problems  of  alcohol/drug  use  and  violence  against 
women  and  children  in  relationships. 

Ask  participants  to  suggest  some  of  the  difficulties  in  treating  the 
link  and  why  there  is  so  little  research  on  the  link. 

Summarize  by  identifying  any  key  learning  points  not  covered 
through  discussion. 


Materials 

□ Overhead  3-3  - Representing  the  Two  Problems 

□ Overhead  3-4  - Three  Manifestations  of  the 
Coexisting  Problems 


Time 

10  minutes 
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The  Coexistence  of  the  Two  Problems 

Learning  Objectives 

Participants  will  be  able  to: 

1.  describe  the  prevalence  of  the  coexisting  problems  for  those 
who  use  drugs  and/or  alcohol  and  experience  violence  in 
relationships,  and  for  those  who  use  alcohol  and/or  drugs 
and  abuse  their  partners  or  children. 


Key  Learning  Points 

• The  relationship  between  alcohol  and  drug  use  and  violent 
behaviors  is  not  causal.  One  does  not  cause  the  other  to  occur. 
The  relationship  is  correlational.  There  is  a higher  proportion 
of  alcohol  and  drug  use  among  those  who  experience  violent 
behavior  and  among  those  who  abuse,  than  there  is  among 
those  who  do  not  encounter  violence. 

• Recent  studies  have  begun  to  provide  statistical  support 
for  the  prevalence  of  the  coexisting  problems  in  all  their 
manifestations. 


Suggested  Learning  Activities 

Explain  the  difference  between  a causal  and  a correlational 
relationship.  Illustrate  using  statistics  from  this  section. 

Select  statistics  provided,  as  well  as  other  statistics  at  your 
disposal,  to  describe  the  prevalence  of  the  coexisting  problems. 

No  Materials 


Time 

10  minutes 


$ 
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Women  and  Children  Who  Experience 
Violence  and  the  Link 


Learning  Objectives 

Participants  will  be  able  to: 

1.  identify  and  describe  the  coexisting  problems  of  alcohol/drug 
use  and  violence  in  terms  of  the  need  to  self-medicate,  the 
dissociative  process,  and  blocked  feelings 

2.  describe  the  link  between  child  abuse  and  subsequent 
alcohol  and  drug  use. 

Key  Learning  Points 

Development  of  the  LINK 

• Bad  memories  and  painful  feelings  can  result  from  violence. 
Violence-related  problems  can  lead  to  the  need  to  self-medicate, 
using  psychoactive  drugs  to  reduce  anxiety  and  to  cope.  Over 
time,  this  can  lead  to  serious  drug  dependence.  Self-medication 
provides  only  temporary  relief,  and  can  hinder  the  resolution  of 
the  real  problem  - the  experience  with  violence. 

• Dissociation  is  the  ability  to  fragment  one’s  experience.  To  pro- 
tect the  self  from  unbearable  emotional  pain,  experiences  are 
blocked  from  conscious  awareness.  This  continues  until  the 
person  who  has  been  abused  feels  safe  to  deal  with  these  me- 
mories. Blocked  memories  can  surface  in  dreams  or  manifest 
themselves  in  the  form  of  free-floating  anxiety.  Victims  may 
self-medicate  or  may  turn  to  a physician  for  help.  The  physi- 
cian, not  being  aware  of  the  history  of  violence,  will  often  pre- 
scribe psychoactive  drugs  to  alleviate  these  feelings.  Without 
other  interventions  to  resolve  the  abuse-related  problems,  a 
secondary  problem  of  inappropriate  drug  use,  or  even  depen- 
dence, can  result. 

• Many  women  who  have  been  abused,  especially  those  who 
have  experienced  childhood  sexual  abuse,  first  learn  to  tune 
out  or  block  feelings  during  the  abusive  incident.  They  gener- 
alize this  process  to  other  situations.  The  suppression  of  feel- 
ings serves  as  a defence  for  many  victims.  Later,  this  can 
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hinder  the  ability  to  make  contact  with  their  own  feelings. 
Consequently,  drugs  can  create  the  feeling  states  that  the 
person  wants  but  can’t  otherwise  experience. 

Women  Who  Experience  Violence 

• Women  cope  with  abusive  relationships  in  many  different 
ways,  including  psychoactive  drug  use.  Drugs  may  be  a 
woman’s  only  perceived  way  to  reduce  anxiety.  In  particular, 
prescription  medications  are  generally  accessible. 

• Alcohol  and  drug  use  can  have  the  positive  effect  of  reducing 
or  providing  temporary  relief  from  the  feelings  of  anxiety. 
However,  alcohol  and  other  drug  use  can  lead  to  impaired 
judgment,  increased  risk  of  injury,  and  drug  dependence,  and 
can  create  further  barriers  to  seeking  assistance. 

Children  Who  Experience  Violence 

• Abuse  of  a child  can  interrupt  the  child’s  sense  of  self,  concept 
of  self-worth  and  feelings  of  adequacy  and  dignity  as  a human 
being.  Children  do  not  have  sufficient  access  to  social  support 
and  must  resort  to  internal  defence  mechanisms,  such  as  disso- 
ciation, to  cope  with  the  pain,  anxiety  and  fear  that  result  from 
an  abusive  experience.  Although  defence  mechanisms  protect 
them,  children  may  fail  to  learn  other  ways  to  resolve  events 
and  feelings.  Unresolved  events  and  feelings  are  common 
among  those  who  have  experienced  abuse  as  children,  and 
substance  abuse  helps  the  person  who  has  experienced  abuse 
to  cope  in  later  life. 


Suggested  Learning  Activities 

Using  Overhead  3-5,  describe  the  role  of  alcohol  and  drugs 
for  those  who  have  experienced  abuse  in  a relationship.  Review 
the  impact  of  violence  on  women  and  children  in  Module  Two, 
if  necessary. 


Materials 

□ Overhead  3-5  - Development  of  the  Link:  The  Role  of  Drug  Use 


Time 

20  minutes 
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Show  the  video  “Nola’s  Story.”  You  may  want  to  let  participants 
know  in  advance  that  the  video  can  be  difficult  to  watch  and 
allow  people  to  leave  if  they  don’t  want  to  participate  in  this 
activity.  Following  the  video,  consider  allowing  time  for  parti- 
cipants to  take  a brief  break. 

Ask  participants  to  consider  the  following  questions  as  they 
watch  the  video. 

• How  did  Nola  cope  with  childhood  sexual  abuse? 

• How  did  Nola  cope  with  partner  abuse? 

• How  did  she  manage  to  resolve  her  problems? 

Materials 

□ Video  “Nola’s  Story” 

Time 

15  minutes 

Form  small  groups  of  three  or  four  and  ask  participants  to 
discuss  the  above  questions.  When  groups  are  ready,  ask  partici- 
pants to  share  their  answers.  Summarize,  using  key  learning 
points  for  this  section. 

Note:  If  your  participants  are  from  both  fields,  encourage  mixed 
groups  for  this  activity  to  encourage  the  exchange  of  information 
and  knowledge. 

Materials 

□ Flipchart  paper,  markers  and  tape 

Time 

15  minutes 
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Those  Who  Abuse  Others  and  The  Link: 

Theories  and  Models 

Learning  Objectives 

Participants  will  be  able  to: 

1 . explain  the  coexisting  problems  of  alcohol/drug  use  and 
abuse  using  Fagan’s  Model  of  Aggression  and  the  Model 
for  a Dual  Problem 

2.  describe  the  coexisting  problems  of  alcohol/drug  use  and 
abuse  in  terms  of  the  Family  of  Origins  Theories, 

Development  Disruption  Theory,  and  the  Disinhibition, 
Learning,  and  Deviance  Disavowal  Theories. 

# 

Key  Learning  Points 

• Today,  we  recognize  that  alcohol  and  other  drugs  do  not  cause 
violence  but,  in  combination  with  other  factors,  they  can  increase 
the  likelihood  of  aggressive  behavior.  Current  research  findings 
conclude  that  the  relationship  is  multi-dimensional.  The  relation- 
ship has  been  examined  by  several  sets  of  models  and  theories. 

• Fagan’s  Model  of  Aggression  describes  the  link  between  drug 
use  and  violence  against  women  and  children  in  relationships 
as  a complex  relationship  among  underlying  factors  of  aggres- 
sion and  drug  use.  Key  factors  adapted  from  Fagan’s  model 
include:  (1)  individual  factors,  (2)  cultural  beliefs  and  social 
controls,  (3)  selection  and  use  of  substances/setting  and  social 
context,  and  (4)  cognition/expectation. 

• Family  of  Origin  Theories  consider  the  effects  of  growing  up  in 
a family  whose  norms,  values  and  roles  are  shaped  by  alcohol 
and  drug  use.  These  families  often  create  unsafe  environments 
in  which  children  cannot  develop  self-esteem  or  learn  the 
coping  behaviors  that  could  help  them  make  good  decisions 
and  plan  for  a socially  productive  future. 

• 

• The  Development  Disruption  Theory  states  that  the  use  of  alco- 
hol and  drugs  disrupts  normal  development  and  the  learning  of 
skills  and  behaviors.  When  alcohol  or  drugs  are  used,  the  person 
may  miss  the  warning  signals  that  a situation  is  becoming  unsafe. 
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• Disinhibition,  Learning,  and  Deviance  Disavowal  Theories  at- 
tempt to  explain  behavior  in  terms  of  the  effects  of  alcohol  and 
drugs  on  the  individual.  These  theories  have  been  used  to  ex- 
cuse destructive  behaviors  and  relieve  people  of  accountability. 

• Alayne  Hamilton’s  Model  for  a Dual  Problem  illustrates  the 
common  pathway  for  those  who  abuse  and  those  who  seek 
relief  in  alcohol  and  drugs. 


Suggested  Learning  Activities 

Using  Overheads  3-6  and  3-7,  present  the  theories  and  models  of 
those  who  abuse  others  and  the  use  of  alcohol/drugs.  Emphasize 
key  learning  points.  Conclude  by  emphasizing  the  complexity  of 
the  coexisting  problems  of  alcohol/drug  use  and  abuse. 

Following  this  explanation,  use  the  theories  and  models  present- 
ed in  this  section  to  show  how  certain  myths  about  alcohol/drug 
use  and  partner  and  child  abuse  can  be  explained. 

Using  Overhead  3-8,  ask  participants  to  use  the  theories  and 
models  presented  to  reinterpret  the  following  myths: 

Myth:  Alcohol  and  drugs  cause  the  man  to  beat  his  partner. 

Myth:  End  alcohol  and  drug  use  and  the  abusive  behavior  will  stop. 
Myth:  If  the  woman  is  also  intoxicated,  this  justifies  or  excuses 
the  violence. 


Use  Alayne  Hamilton’s  Model  for  a Dual  Problem  to  emphasize 
the  complexity  of  the  coexisting  problems  of  alcohol/drug  use 
and  abuse  by  showing  how  the  parallel  experiences  and  be- 
haviors can  lead  to  violence  and/or  alcohol  and  drug  abuse. 


Materials 

□ Overhead  3-6  - Fagan’s  Model  of  Aggression 

□ Overhead  3-7  - Theories  Describing  the  Development 
of  the  LINK:  Those  Who  Abuse 

□ Overhead  3-8  - Learning  Activity:  Reinterpreting  Some  Myths 

□ Overhead  3-9  - Model  for  a Dual  Problem 


Time 

30  minutes 
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Module  4 

Identification 


Introduction 
Introduction  to  Module  Four 

s 

Definition  of  Identification 

Barriers 

Sensitivity  Exercise 
Barriers 

Indicators  of  the  Link 
Obtaining  Information  About  Alcohol  and  Drug  Use 


Obtaining  Information  About  Partner  and  Child  Abuse 

Indicators  of  Abuse 

How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Asking  Questions 

Synthesizing  Activity 

Link  Treatment  Planning 
Developing  a Plan  for  Those  Who  Use  Alcohol  and  Drugs 


% Developing  a Plan  for  Those  Who  Have  Been  Abused 

Developing  a Plan  for  Those  Who  Abuse 
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Introduction 

Learning  Objectives 

Participants  will  be  able  to: 

1 . describe  the  goals  and  benefits  of  identification. 


Key  Learning  Points 

• Identification  js  the  first  step  in  detecting  the  client’s 
problem(s)  and  should  not  be  confused  with  assessment, 
which  is  often  a more  detailed  exploration  of  the  extent  of 
the  problem  and  leads  to  a treatment  plan. 

• Identification  of  coexisting  problems  is  important,  because 
clients  will  benefit  from  treatment  for  both  partner  and 
child  abuse  and  drug  use-related  issues.  Frequently,  only  one 
problem  is  identified  and  treated  because  of  either  lack  of 
training  or  awareness. 

• Identification  goals  include  determining: 

- the  frequency  and  quantity  of  your  client’s  alcohol 
and  drug  use 

- whether  your  client  has  experienced  violence  in 
a relationship 

- whether  your  client  behaves  abusively  towards  others. 

• Identification  of  the  possible  coexistence  of  drug  use  and 
partner  or  child  abuse  can  benefit  the  client  by: 

- preventing  or  reducing  drug  use 

- enhancing  safety  and  security  by  developing  a plan  to 
access  available  resources 

- developing  effective  and  appropriate  treatment  plans. 

• Sensitivity  and  understanding  of  the  needs  of  individuals  with 
disabilities  and  those  of  various  ethnocultural  or  ethnoracial 
groups  is  an  important  factor  in  effective  identification,  espe- 
cially since,  statistically,  these  groups  may  be  more  likely  to 
experience  problems  related  to  violence  and  drug  use. 
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Suggested  Learning  Activities 

Introduction  to  Module  Four 

Orient  participants  to  Module  Four  by  presenting  the  goal  and 
objectives  of  the  module,  using  Overheads  4-1  and  4-2. 


Materials 

□ Overhead  4-1  - Module  Four:  Goal 

□ Overhead  4-2  - Module  Four:  Objectives 


Time 

2 minutes 


Definition  of  Identification 

Ask  participants  to  explain  the  difference  between  identification 
and  assessment.  Ask  participants  to  suggest  the  goals  of  the 
identification  process.  Make  notes  of  their  suggestions. 

Ask  participants  to  suggest  the  benefits  of  identification  of 
the  coexisting  problems  of  alcohol  or  drug  use  and  partner  or 
child  abuse.  Add  any  benefits  not  suggested  by  participants  and 
summarize,  emphasizing  key  learning  points  and  using 
Overheads  4-3,  4-4,  and  4-5. 


Materials 

□ Flipchart  paper,  marker 

□ Overhead  4-3  - What  is  Identification? 

□ Overhead  4-4  - What  are  we  Identifying? 

□ Overhead  4-5  - Benefits  of  Identification 

Time 

5 minutes 
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Barriers 

Learning  Objectives 

Participants  will  be  able  to: 

1.  list  and  describe  counsellor,  client  and  system  barriers  that 
might  inhibit  the  identification  process. 


Key  Learning  Points 

• To  obtain  the  information  necessary  for  identification,  it  is  nec- 
essary to  recognize  that  counsellor,  client  and  system  barriers 
may  exist.  Overcoming  those  barriers  requires  patience,  as  a 
client’s  comfort  level  may  need  time  to  develop  and  may  vary 
from  session  to  session. 


Suggested  Learning  Activities 
Sensitivity  Exercise 

The  following  activity  provides  an  effective  way  of  fostering  first- 
hand experience  for  participants  about  some  of  the  barriers  that 
might  inhibit  the  identification  process. 

Ask  participants  to  write  down  something  very  personal  on  a 
piece  of  paper,  and  fold  the  paper  and  hand  it  to  someone  in  the 
group  they  don’t  know.  Let  the  group  know  that  it  is  important 
that  no  one  unfold  the  paper  handed  to  them.  Participants  may 
be  reluctant  to  participate  and  they  do  not  have  to  if  they  don’t 
feel  comfortable.  Once  the  folded  paper  has  been  passed,  ask 
participants  to  return  the  paper  to  the  person  who  wrote  it, 
unopened. 

Ask  participants  how  they  felt  about  disclosing  something  per- 
sonal to  someone  they  don’t  know  very  well.  State  that  the  pur- 
pose of  this  activity  is  to  let  them  experience  in  a small  way  how 
a client  might  feel  at  the  beginning  of  the  identification  process. 

Materials 

□ Small  pieces  of  paper 

Time 

5 minutes 
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Module  5 Readings 


Barriers 

Hand  out  to  participants  copies  of  the  Counsellor,  Client  and 
System  Barriers  sections  from  the  information  resource  materials 
in  Module  Four,  pages  3 to  6.  Ask  them  to  read  the  sections  and 
make  note  of: 


• things  they  find  confusing 

• things  that  confirm  their  experience 

• things  with  which  they  disagree 

• new  skills  or  insights  they  intend  to  apply  on  the  job. 

Take  up  questions  one  at  a time  using  Overheads  4-6,  4-7 
and  4-8.  Summarize  by  pointing  out  that  the  list  of  barriers  is 
extensive  and  participants  should  make  note  of  those  issues 
most  important  to  them. 

Materials 

□ Copies  of  Counsellor,  Client  and  System  Barriers  from  the 
information  resource  materials 

□ Overhead  4-6  - Counsellor  Barriers 

□ Overhead  4-7  - Client  Barriers 

□ Overhead  4-8  - System  Barriers 

Time 

20  minutes 
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Indicators  of  the  Link 


Learning  Objectives 

Participants  will  be  able  to: 

1.  list  the  indicators  of  the  coexisting  problems  of  drug  and 
alcohol  use  and  violence-related  issues. 


Key  Learning  Points 

• It  is  likely  that  a client  will  present  with  either  a problem 
related  to  drug  or  alcohol  use,  or  a problem  related  to  violence. 
There  are  many  correlating  factors  that  can  be  indicators  of  a 
link  between  violence  and  drug  or  alcohol  use  that  can  lead  to 
opening  a dialogue  to  begin  the  identification  process. 


Suggested  Learning  Activities 

Present  information  in  Indicators  of  the  Link  section  of  the 
information  resource  materials  through  lecture  format,  using 
Overheads  4-9  and  4-10. 

Materials 

□ Overheads  4-9  and  4-10  - Indicators  of  the  Link 


Time 

5 minutes 


> 
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Module  5 Readings 


Obtaining  Information  About 
Alcohol  and  Drug  Use 


Learning  Objectives 

Participants  will  be  able  to: 

1.  identify  the  considerations  to  keep  in  mind  when  discussing 
a client’s  alcohol  or  drug  use 

2.  identify  three  ways  of  initiating  the  identification  process  with 
a client  to  determine  alcohol  or  drug  use  consumption  patterns 

3.  list  some  identification  questions  that  can  be  used  during 
identificiation. 

Key  Learning  Points 

• A client  may  be  reluctant  to  disclose  information  out  of  fear 
that  they  will  be  asked  to  give  up  the  alcohol  or  drugs  they  use 
to  help  them  cope.  Counsellors  can  counteract  their  clients’ 
fears  by  helping  them  understand  that  anxiety  and  pain  can  be 
gradually  reduced  through  treatment. 

• People  who  have  been  abused  often  rely  on  prescription  or 
over-the-counter  drugs  to  cope  with  emotional  pain  and  anxi- 
ety. Therefore,  identifying  their  pattern  of  use  can  be  helpful  in 
identifying  the  coexistence  of  abuse  and  drug  or  alcohol  use. 
Counsellors  should  be  aware  that  prescription  drug  use  can 
hinder  resolution  of  problems  and  that  some  groups  of  women 
are  at  a higher  risk  of  misusing  these  drugs. 

• Keep  in  mind  that  a client’s  attitudes  and  practices  toward 
alcohol  use  may  vary  with  their  ethnocultural  background. 

This  is  an  important  factor  to  consider  when  establishing 
consumption  patterns  and  levels. 

• If  direct  questioning  is  required,  a client  may  find  that  talking 
about  alcohol  or  other  legal  drugs  may  be  less  threatening  than 
talking  about  other  types  of  drugs.  If  the  client  admits  to  alco- 
hol or  drug  use,  a sequence  of  further,  more  probing  questions 
can  be  used. 
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• When  identifying  a client’s  substance  use  patterns,  be  sure  to 
explore  the  full  range  of  drugs,  including  substances  that 
might  not  normally  be  considered  drugs,  such  as  solvents. 

• Clients  may  be  reluctant  to  answer  direct  questions  about  drug 
and  alcohol  use.  To  initiate  the  identification  process,  it  is 
advisable  to  explore  alcohol  and  drug  use  in  another  context. 

• Begin  talking  about  alcohol  and  drug  use  by: 

- discussing  it  in  the  context  of  a specific  event,  such  as  an 
incident  involving  violence  against  women  and  children 
in  relationships 

- working  from  an  established  concern,  such  as  violence 
against  women  and  children  in  relationships 

- developing  a family  profile  that  includes  beliefs  and  values 
concerning  substance  use. 

• To  further  explore  the  extent  of  a client’s  substance  use,  a 
standard  set  of  questions  can  be  used  to  establish  frequency 
and  quantify  data. 

• Obtaining  information  about  a client’s  alcohol  and/or  drug  use 
is  not  always  easy.  Counsellors  must  balance  the  need  to  get  an 
answer  against  the  need  to  establish  trust  with  the  client.  It  is 
not  necessary  to  reach  a definitive  conclusion  through  the 
process  of  identification. 


Suggested  Learning  Activities 

Present  information  using  Overheads  4-11  to  4-16.  Remind  partici- 
pants that  identification  does  not  need  to  be  definitive.  The  identi- 
fication process  can  be  used  to  raise  issues  for  further  exploration. 


Materials 

□ Overhead  4-11 

□ Overhead  4-12  - 

□ Overhead  4-13 

□ Overhead  4-14 

□ Overhead  4-15 

□ Overhead  4-16 


- Low-Risk  Drinking 

- Those  at  High  Risk  of  Prescription  Drug  Misuse 

- How  to  Talk  About  Alcohol/Drug  Use 

- Enquiring  About  Alcohol/Drug  Use 

- More  Questions  About  Alcohol/Drug  Use 

- Further  Enquiry 


Time 

20  minutes 
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Module  5 Readings 


Ask  participants  to  form  small  groups  of  three  or  four.  If  your 
workshop  participants  are  from  both  the  addiction  and  violence 
fields,  then  ask  participants  to  form  mixed  groups. 

Hand  out  one  case  study  to  each  group.  If  you  have  more  groups 
than  case  studies,  more  than  one  group  can  work  with  the  same 
case.  Give  participants  a minute  to  read  the  cases  to  themselves. 

When  participants  are  ready,  ask  them  to  work  as  a group  to 
answer  the  following  questions. 

1 .  What  considerations  are  especially  important  when  eliciting 
information  about  substance  use? 


2.  What  strategies  and  approaches  would  you  use  to  initiate  the 
identification  process? 

3.  If  time  allows,  ask  participants  to  bring  their  intake  forms 
with  them  to  the  workshop.  Ask  them  to  look  at  that  instru- 
ment and  consider  how  they  could  add  to  it  so  that  they 
routinely  screen  for  alcohol  and  drug  use. 

Ask  each  small  group  to  describe  the  client  in  their  case  study 
to  the  entire  group.  Take  up  each  case  study  in  turn. 


Materials 

□ Copies  of  case  studies  from  Module  Four 
in  the  binder  section 

□ Participant  intake  forms 

□ Flipchart  paper,  markers,  tape 


Time 

20  minutes 
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Obtaining  Information  About 
Partner  and  Child  Abuse 

Learning  Objectives 

Participants  will  be  able  to: 

1.  list  the  indicators  that  abuse  may  be  occuring 

2.  list  the  factors  that  a counsellor  should  consider  in  order  to 
prevent  an  interview  from  perpetuating  an  abusive  experience 
when  interviewing  someone  who  has  experienced  abuse 

3.  describe  the  factors  that  should  be  considered  when 
interviewing  someone  who  has  been  abusive 

4.  describe  the  common  responses  of  family  members 
who  have  witnessed  abuse 

5.  list  the  factors  for  establishing  an  appropriate  interview 
atmosphere  for  clients  who  have  been  abused 

6.  categorize  clients  according  to  what  they  are  ready  to  discuss 
and  select  appropriate  direct  or  indirect  questions. 

Key  Learning  Points 

Indicators  of  Violence  Against 
Women  and  Children  in  Relationships 

• There  are  often  physical,  behavioral  and 
psychological/emotional  indicators  that: 

- a client  is  in  an  abusive  relationship 

- child  abuse  is  occurring 

- a child  is  a witness  to  violence 

- a client  is  abusing  his  or  her  partner  or  children. 

These  indicators  may  only  become  apparent  after  a 

client  has  been  seen  on  a continuous  basis. 


t 
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Module  5 Readings 


How  to  Talk  About  Violence  Against 

Women  and  Children  in  Relationships 

Adults  Who  Are  Abused 

• The  social  services  system  can  perpetuate  the  abuse 
experience.  To  avoid  this,  the  system  must  recognize  client 
needs  and  barriers  and  allow  the  time  necessary  to  develop 
a trusting  relationship  with  the  counsellor. 

• It  is  important  to  establish  a supportive  relationship  with  the 
client,  when  guiding  her  towards  positive  change.  There  are 
factors  that  can  increase  a client’s  motivation  to  seek  treatment. 
It  is  important  to  be  prepared  to  make  referrals. 

Adults  Who  Abuse 

• Although  treatment  is  being  sought,  it  is  important  to 
consider  that: 

- abuse  may  not  stop  and,  therefore,  family  safety  is  essential 

- clients  may  be  reluctant  to  accept  ownership  of  their 
problems  and  accept  help 

- trust,  and  therefore  disclosure,  may  be  difficult  to  achieve. 

• When  interviewing  those  who  have  abused,  keep  in  mind  that 
it’s  important  to  support  their  need  to  change,  not  their  need  to 
be  vindicated. 

Family  Members  Who  Witness  Abuse 

• When  interviewing  family  members  who  have  witnessed 
abuse,  consider  that  their  needs  are  frequently  neglected. 
Sensitivity  to  the  issues  surrounding  the  responses  of  these 
clients  is  important. 

Asking  Questions 

• It  is  essential  to  create  a safe  and  positive  atmosphere  for  a 
client  who  is  coping  with  issues  of  abuse.  Asking  questions  in 
a non-threatening  manner  and  being  aware  of  the  client’s  per- 
ceptions contributes  to  a safe  environment. 

• The  counsellor  must  assess  what  the  client  is  ready  to 
acknowledge  and  discuss  in  order  to  determine  whether  direct 
or  indirect  questions  will  be  appropriate. 

• A counsellor  will  develop  his/her  own  unique  style  of  asking 
questions  and  each  client  will  respond  differently.  Therefore, 
pre-determined  questions  should  only  serve  as  a guide. 
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Suggested  Learning  Activities 

Indicators  of  Abuse 

Ask  participants  to  form  four  groups  and  assign 
each  group  one  of  the  following  to  consider: 

• partners  who  experience  abuse 

• children  who  experience  abuse 

• children  who  witness  abuse 

• those  who  abuse  partners  or  children. 

Ask  each  group  to  brainstorm  a list  of  the  indicators  they  would  ex- 
pect their  assigned  Client  group  to  exhibit,  if  abuse  were  occurring. 

When  groups  are  ready,  ask  each  group  to  present  their  list.  Add 
to  the  list  from  the  indicators  listed  in  this  section  in  the 

information  resource  materials. 

Materials 

□ Flipchart  paper,  markers,  tape 

Time 

20  minutes 

• 

How  to  Talk  About  Violence  Against 

Women  and  Children  in  Relationships 

Using  Overheads  4-17  to  4-22,  discuss  the  considerations  that 
should  be  kept  in  mind  during  the  identification  process,  when 
talking  about  violence  against  women  and  children  in 
relationships. 

Materials 

□ Overhead  4-17  - How  to  Talk  About  Violence  Against  Women 
and  Children  in  Relationships:  Adults  who  are  Abused 

□ Overhead  4-18  - Adults  who  are  Abused:  Do 

□ Overhead  4-19  and  4-20  - Adults  who  are  Abused:  Do  Not 

□ Overhead  4-21  - How  to  Talk  About  Violence  Against  Women 
and  Children  in  Relationships:  Adults  Who  Abuse 

□ Overhead  4-22  - How  to  Talk  About  Violence  Against 

Women  and  Children  in  Relationships:  Family  Members 

Who  Witness  Abuse 

t 

Time 

20  minutes 

Trainer’s  Guidebook 

Module  4 

OBTAINING  INFORMATION  ABOUT  PARTNER  AND  CHILD  ABUSE  1 1 

Module  5 Readings 


a 

Asking  Questions 

Discuss  the  categories  of  readiness  into  which  a client  may  fit. 
Review  the  direct  and  indirect  questions  provided. 

Materials 

□ Overhead  4-23  - How  To  Talk  About  Violence  Against  Women 
and  Children  in  Relationships:  Asking  Questions 

Time 

10  minutes 

Ask  participants  to  form  small  groups  of  three  or  four.  If  your 
workshop  participants  are  from  both  the  addiction  and  violence 
fields,  then  ask  participants  to  form  mixed  groups. 

Hand  out  one  case  study  to  each  group.  If  you  have  more  groups 
than  case  studies,  more  than  one  group  can  work  with  the  same 
case.  Give  participants  a minute  to  read  the  cases  to  themselves. 

When  participants  are  ready,  ask  them  to  work  as  a group  to 
answer  the  following  questions. 

1.  What  characteristics  and  factors  about  your  client  are 
especially  important,  when  eliciting  information  about 
violence  against  women  and  children  in  relationships? 

2.  What  strategies  and  approaches  would  you  use  to  initiate  the 
identification  process? 

3.  If  time  allows,  ask  participants  to  bring  their  intake  forms  with 
them  to  the  workshop.  Ask  them  to  look  at  that  instrument  and 
consider  how  they  could  add  to  it  so  that  they  routinely  screen 
for  violence  against  women  and  children  in  relationships. 

Ask  each  small  group  to  describe  their  case  study  to  the  entire 
group.  Take  up  each  case  study  in  turn. 

Materials 

□ Copies  of  case  studies 

□ Participant  intake  forms 

□ Flipchart  paper,  markers,  tape 

Time 

20  minutes 
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Link  Treatment  Planning 

Learning  Objectives 

Participants  will  be  able  to: 

1.  list  some  factors  to  consider  when  deciding  which  aspect  of 
the  coexisting  problems  of  alcohol/drug  use  and  violence  to 
address  first. 

• 

Key  Learning  Points 

• It  is  important  that  the  link  between  drug  use  and  violence  be 
established  in  the  client’s  mind  before  both  problems  can  be 
addressed. 

• When  treating  a client  with  both  problems,  it  is  not  always 
clear  whether  to  address  drug  use  or  violence  issues  first.  If 
both  cannot  be  treated  simultaneously,  consider  addressing  the 
issues  first  raised  by  the  client.  It  is  also  important  to  consider 
the  health  and  safety  risks  for  the  client  when  deciding  which 
to  treat  first. 

• Generally,  if  possible,  both  problems  should  be  addressed 
simultaneously.  If  necessary,  counsellors  should  be  prepared 
to  refer  clients  to  other  agencies  so  that  both  issues  can  be 
addressed. 

Suggested  Learning  Activities 

Ask  participants  to  share  their  ideas  on  treating  the  coexisting 
problems  of  drug/alcohol  use  and  violence.  Do  they  treat 
problems  separately  or  together?  How  do  they  decide? 

Summarize  the  discussion,  using  key  learning  points. 

No  Materials 

Time 

10  minutes 
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Module  5 Readings 


Developing  a Plan  for 

Those  Who  Use  Alcohol  and  Drugs 


Learning  Objectives 

Participants  will  be  able  to: 

1 . describe  the  role  of  a comprehensive  assessment  and 
treatment  plan 

2.  list  and  describe  the  treatment  options  available  for  those 
who  have  alcohol-  and/or  drug-related  problems. 


Key  Learning  Points 

• When  developing  a plan  for  those  who  use  alcohol  and 
drugs,  it  is  important  to  consider  the  individual  needs  of  the 
client,  as  well  as  the  broad  range  of  treatment  options  that 
are  available. 


Suggested  Learning  Activities 

Present  the  range  of  client  differences  and  treatment  options 
described  by  the  Continuum  of  Care,  using  Overheads  4-24 
and  4-25. 


Materials 

□ Overhead  4-24  - Developing  a Plan  for 
Those  Who  Use  Alcohol  and  Drugs 

□ Overhead  4-25  - Continuum  of  Care 


Time 

10  minutes 
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Ask  participants  to  return  to  the  groups  they  have  been  working 
with  in  this  module.  Hand  out  copies  of  the  Continuum  of  Care. 
Ask  the  groups  to  refer  to  the  case  study  they  used  in  the  activity 
on  Obtaining  Information  About  Alcohol  and  Drug  Use  and  answer 
the  following  questions. 

1 . What  kinds  of  services  might  you  consider  for  this  client? 

2.  Are  there  services  in  your  community  that  offer  the  range 
of  services  described  by  the  Continuum  of  Care? 

When  groups  are  ready,  ask  participants  to  answer  question  1 
by  describing  their  client  and  listing  the  treatment  services  they 
might  want  to  consider. 

Use  the  answer  to  question  2 to  make  a list  of  treatment 
services  in  participant  communities.  This  is  an  opportunity 
for  participants  to  share  information. 


Materials 

Copies  of  Continuum  of  Care  from  the 
information  resource  materials 


Time 

10  minutes 
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Developing  a Plan  for 
Those  Who  Have  Been  Abused 


Learning  Objectives 

Participants  will  be  able  to: 

1 . describe  the  range  of  services  that  should  be  considered 
in  a treatment  plan  for  those  who  have  been  abused 

2.  list  the  characteristics  of  women-sensitive  services 

3.  list  the  treatment  goals  for  children  who  have  witnessed  abuse. 


Key  Learning  Points 

• When  developing  a plan  for  those  who  have  been  abused, 
it  is  important  to  consider  a broad  range  of  client  needs. 

• There  is  a broad  range  of  specific  characteristics  that  describe 
appropriate  women-sensitive  services. 

• Treatment  for  children  who  witness  violence  focuses  on 
helping  children  to  develop  coping  skills  and  on  empowering 
them  through  information  and  support. 

Suggested  Learning  Activities 

Ask  participants  to  suggest  some  of  the  important  issues  and  the 
broad  range  of  services  to  consider  when  developing  a plan  for 
those  who  have  been  abused. 

Note  suggestions  on  flipchart  paper. 

Summarize  by  adding  any  points  not  suggested  by  participants. 

Ask  participants  to  list  the  services  of  which  they  are  aware  in 
their  community,  so  that  all  participants  can  share  information. 

Materials 

□ Flipchart  paper,  markers,  tape 

Time 

15  minutes 
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Developing  a Plan  for  Those  Who  Abuse 


Learning  Objectives 

Participants  will  be  able  to: 

1 . list  the  key  considerations  when  developing  a plan  for 
those  who  abuse. 

Key  Learning  Points 

• When  referring  a client,  focus  on  the  behavior  of  those  who 
abuse,  not  on  others’  behavior.  Be  supportive  of  the  client’s 
desire  to  change. 

• When  developing  a plan  for  those  who  abuse,  it  is  important 
to  know  the  admission  criteria  for  the  services  in  your  commu- 
nity. Also,  keep  in  mind  the  broad  range  of  services  to  which 
the  client  may  need  access  during  treatment. 


Suggested  Learning  Activities 

Present  information  emphasizing  key  learning  points. 


No  Materials 


Time 

10  minutes 


• 
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Module  5 Readings 


Overview  of  Partnerships 


• 

Learning  Objectives 

Participants  will  be  able  to: 

1 . define  and  list  the  benefits  of  partnerships 

2.  list  and  describe  the  three  types  of  partnerships. 

Key  Learning  Points 

• An  effective  partnership,  in  which  two  or  more  service 
providers  work  together,  is  based  on  an  equitable  agreement  to 
address  common  problems,  exchange  resources,  and  build 
coalitions.  Both  staff  and  clients  can  benefit  from  a partnership 
in  many  ways. 

• There  are  three  types  of  partnerships.  They  differ  according  to 
the  level  of  interaction  of  member  organizations,  the  partner- 
ship purposes  and  operations,  and  the  resulting  agreements. 

The  three  types  are:  (1)  a network  partnership,  which  is  a 
loose,  informal  connection  among  members  for  the  purpose  of 
information  exchange,  (2)  a co-ordination  partnership,  which 
has  a stable,  carefully  selected  membership  for  the  purpose  of 
accomplishing  tasks  that  require  shared  resources,  and  (3)  a 
collaboration  partnership,  which  involves  a long-range,  formal 
and  often  legalized  relationship  among  members  for  the 
purpose  of  shared  resources  and  decision-making. 

Suggested  Learning  Activities 

Introduction  to  Module  Five 

Orient  participants  to  Module  Five,  using  Overheads  5-1 

1 and  5-2. 

Materials 

□ Overhead  5-1  - Module  Five:  Goal 

□ Overhead  5-2  - Module  Five:  Objectives 

• 

Time 

2 minutes 
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Definition  of  Partnerships 

Present  the  definition  of  a partnership,  along  with  partnership 
benefits,  using  Overheads  5-3  and  5-4. 


Types  of  Partnerships 

Describe  the  three  types  of  partnerships  listed  in  Module  Five. 
Ask  participants  to  classify  and  describe  partnerships  within 
their  agencies. 


Materials 

□ Overhead  5-3  - Definition  of  a Partnership 

□ Overhead  5-4  - Benefits  of  Partnerships 

□ Overhead  5-5  - Types  of  Partnerships 


Time 

10  minutes 
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Models  for  Partnerships 


Learning  Objectives 

Participants  will  be  able  to: 

1.  list  and  describe  the  phases  of  partnership  development 
described  in  the  four  models  of  partnership  building. 


Key  Learning  Points 


• There  are  many  models  that  guide  the  process  of  building  a 
partnership.  The  models  describe  steps  or  phases  that  facilitate 
effective  partnership  development.  Selection  of  the  right  model 
to  follow  is  determined  by  the  types  of  organizations  and  part- 
nerships involved. 


The  Circle  of  Responsibility  has  developed  from  the  family 
violence  field  and  has  been  used  to  build  strong  community 
support.  This  model  describes  a continual  process  that 
involves  violence  workers,  members  of  the  community,  and 
those  who  have  experienced  violence,  in  an  effort  to  achieve 
common  goals. 


• The  Kovach  Model  for  Service  Network  Building  describes  a 
series  of  steps  for  developing  effective  service  networks. 


• The  Model  for  Effective  Collaboration  describes  a process  that 
involves  individuals,  organizations,  and  communities  in  a 
community-wide  collaborative  approach  to  providing  effective 
services.  This  model  offers  a five-stage  process  for  developing 
services  based  on  newly  identified  opportunities. 

• The  model  “developing  partnerships  between  ethnospecific 
and  mainstream  agencies”  provides  some  considerations  for 
fostering  collaboration  among  agencies  in  order  to  provide 
ethnospecific  services.  The  Model  for  Working  with  Ethno- 
specific Agencies  provides  guidance  in  this  area. 


• 
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Readings 


Suggested  Learning  Activities 


Each  partnership  development  model  presented  in  Module  Five 
meets  the  needs  of  specific  communities.  In  this  activity,  it  is 
important  to  focus  on  the  model  or  models  that  are  relevant  to 
the  communities  represented  by  participants. 

Describe  the  selected  model  to  participants  and  ask  them 
to  suggest  how  this  model  might  be  applied  in  their  own 
community. 

No  Materials 

Time 

10  minutes 

ffl 

Ask  participants  to  take  a few  minutes  to  list:  (1)  the  services 
offered  by  their  organization,  and  (2)  the  services  that 
might  be  needed  by  their  clients  but  are  not  available  in 
their  organization. 

Ask  participants  to  break  into  small  groups  of  three  or  four  to 
discuss  the  types  of  services  they  would  like  to  identify  and  what 
steps  they  would  take  to  initiate  the  development  of  local  part- 
nerships. They  can  refer  to  the  model(s)  you  have  discussed. 

When  groups  are  ready,  ask  them  to  share  their  ideas  with  the 
larger  group. 

No  Materials 

Time 

15  minutes 

The  models  described  in  Module  Five  provide  useful  reference 
material  and  you  might  consider  duplicating  them  for  handouts. 

Trainer’s  Guidebook 

Module  5 

MODELS  FOR  PARTNERSHIPS  4 

Readings 


Further  Readings 


Brundage,  D.H.  & Macke- 
racher,  D.  (1980).  Adult 
learning  principles  and  their 
application  to  program 
planning.  Ontario:  Ministry 
of  Education. 

Cross,  K.P.  (1981). "Adults  as 
learners:  increasing  participa- 
tion and  facilitating  learning. 
San  Francisco,  CA:  Josey- 
Bass,  Inc. 

Dick,  W.  & Carey,  L.  (1979). 
The  systematic  design  of 
instruction  (3rd  ed.).  Glen- 
view, IL:  Scott,  Foresman/ 
Little,  Brown  Higher 
Education. 

Driscoll,  M.P  (1994).  Psycho- 
logy  of  learning  for  instruc- 
tion. Boston:  Allyn  and 
Bacon. 

Romiszowski,  A.J.  (1981). 
Designing  instructional  sys- 
tems: Decision  making  in 
course  planning  and  curricu- 
lum design.  New  York: 
Nichols  Publishing. 


Trainer’s  Guidebook 

Readings 


FURTHER  READINGS 


1 


PART  OF 
A 

PACKAGE 


An  Educational  Package 


Violence  Against  Women  and 
werc  en  in  Relationships  and 

362.8292  se  of  Alcohol  and  Drugs 

L756 

Information  !CHING  FOR  SOLUTIONS 

Resource  Materials 


ARF 


Addiction  Fondation 
Research  de  la  recherche 
Foundation  sur  la  toxicomanie 


LIBRARY 

SEP  2 1399 

OISE/UT 


Project  Team 


Lynda  Comeal 
Mary  Harber 
Donna  McDougall 
Robert  Murray 
Baldev  Mutta 
Wayne  Skinner 
Beryl  Tsang 


Addiction  Research  Foundation,  Whitby,  Ont. 
Addiction  Research  Foundation,  Barrie,  Ont. 
Simcoe  County  Children’s  Aid  Society,  Barrie,  Ont. 
Addiction  Research  Foundation,  Kitchener,  Ont. 
Region  of  Peel  - Health,  Brampton,  Ont. 

Addiction  Research  Foundation,  Toronto,  Ont. 
Addiction  Research  Foundation,  Toronto,  Ont. 


The  project  team  was  responsible  for  developing  and  writing  the  document 
based  on  input  and  feedback  provided  by  the  National  Advisory  Committee 
and  other  contributors. 


Project  Leader 

Julia  Greenbaum 

Instructional  Designer 

Wendy  Freeman 

Editor 

Sarah  Swartz 

French  Adaptation  Co-ordinator 

Johanne  Roy 

Project  Initiator 

Judith  Groeneveld 

French  Translators 

Fitzgerald  & Dionne 

Graphic  Artist 

Bob  Tarjan 

This  package  is  also  available  in  French  under  the  title  of 
La  trousse  educative  LIEN  : violence  contre  les  femmes  et  les  enfants 
dans  les  relations  et  I'usage  d’alcool  et  de  drogues 

This  package  was  produced  with  funding  from  the 
Family  Violence  Prevention  Division  of  Health  Canada 

The  views  expressed  in  this  resource  do  not  necessarily  reflect  those  of  Health  Canada. 

Contents  may  not  be  commercially  reproduced, 

but  any  other  reproduction,  with  acknowledgements,  is  encouraged. 

© 1995  Addiction  Research  Foundation,  Toronto,  Ont. 

ARF#0675  / 01-95  / ENG  / 750 

ARF 


Acknowledgements 

LINK  has  benefitted  from  the  contribution  of  many  people  with  expertise  in  a wide  range 
of  areas.  The  LINK  project  team  is  indebted  to  all  of  these  people  for  the  time  they  have 
devoted  to  the  project  and  the  commitment  they  have  displayed.  The  number  of  people 
involved  in  the  development  of  LINK  highlights  the  importance  of  the  issue  and  degree 
of  interest  that  exists  in  this  topic.  We  gratefully  acknowledge  the  contribution  of  those 
listed  below  and  also  the  many  others  who  contributed  input  through  formal  and  informal 
consultations,  and  who  provided  feedback  at  the  National  Workshop  and  on  the  various 
drafts  of  LINK. 


National  Advisory  Committee 


Cheryl  Campbell 
Colin  Campbell 
Claude  Crustin 

Vera  Lagasse 
Jomce  Louden 
Nancy  Poole 


Shelley  Rivkin 
Patricia  Sibbald 
Lee  Woytkiw 


Drug  Dependency  Services,  Pictou,  N.S. 

Community  and  Correctional  Services,  Charlottetown,  P.  E.  I. 
Intervenante  communautaire  dans  le  domaine  de  la  violence 
faite  aux  femmes  et  aux  enfants,  Ottawa,  Ont. 

Family  Violence  Prevention  Division,  Health  Canada,  Ottawa,  Ont. 
Caribbean  Youth  and  Family  Services,  Toronto,  Ont. 

Adult  Clinical  and  Addictions  Services,  B.C.  Ministry  of  Health,  Victo- 
ria B.C.;  formerly  of  Alberta  Alcohol  and  Drug  Abuse  Commission, 
Edmonton,  Alta. 

Justice  Institute  of  British  Columbia,  Vancouver,  B.C. 

Institute  for  the  Prevention  of  Child  Abuse,  Toronto,  Ont. 

Women’s  Post  Treatment  Centre,  Winnipeg,  Man. 


Additional  Reviewers  and  Contributors 


Virginia  Carver 
Michelle  Dartnall 
Barbara  Everett 
Joan  Gillespie 

Alayne  Hamilton 
Susan  Harrison 
Chris  Kitteringham 
Peter  Loranger 
Chene  Miller 
Dr.  Mane  Murphy 
Sharon  White 


Addiction  Research  Foundation,  Ottawa,  Ont. 

Maple  Ridge  Alcohol  and  Drug  Counselling  Services,  Maple  Ridge,  B.C. 
Homeward  Projects,  Toronto,  Ont. 

Family  Violence  Program,  Canadian  Council  on  Social  Development, 
Ottawa,  Ont. 

Family  Violence  Project,  Victoria,  B.C. 

Addiction  Research  Foundation,  Ottawa,  Ont. 

Maple  Ridge  Alcohol  and  Drug  Counselling  Services,  Maple  Ridge,  B.C. 
Addiction  Research  Foundation,  Toronto,  Ont. 

Jean  Tweed  Centre,  Toronto,  Ont. 

Barne,  Ont. 

Service  for  Children  who  Witness  Abuse, 

Yukon  Society  of  Transition  Houses,  Victoria,  B.C. 


Francophone  Advisory  Committee 


Aline  Comeau 
Claude  Crustin 

Chantal  Dumas 
Claude  Millette 
Patricia  Rossi 


Services  regionaux  de  toxicomame,  Moncton,  N.-B. 

Intervenante  communautaire  dans  le  domaine  de  la  violence  faite  aux 
femmes  et  aux  enfants,  Ottawa,  Ont. 

Centre  de  readaptation  Domremy-Montreal,  Montreal,  Que. 

Toronto,  Ont. 

La  Federation  de  ressources  d’hebergement  pour  femmes  violentees  et 
en  difficulty  du  Quebec,  Lachine,  Que. 


The  project  team  gratefully  acknowledges  the  contribution  of  Julia  Drake  for  her 
editorial  services  and  of  Kim  Bell  and  Lecia  Hanycz  for  their  proofreading  and 
administrative  assistance. 


o 

Q. 


ft> 


O 

Du 

C_ 


* 


2 


o 

Cl 


rsj 


o 

Cl 

c_ 


Table  of  Contents 


Introduction  Module:  Welcome  to  link 

References  i Overhead  Masters  9 

Module  ll  Orientation  to  Alcohol  and  Drug  Use 

Overview  of  the  Addictions  Field  2 
Understanding  Alcohol  and  Drug  Use  9 
References  25  Overhead  Masters  21  Case  Studies  45 

Module  2:  Orientation  to  Violence 

Against  Women  and  Children  in  Relationships 

Overview:  A Social  Perspective  3 
Exploring  Violence  Against  Women  and  Children  11 
Toward  an  Understanding  of  Those  Who  are  Violent  30 
References  37  Overhead  Masters  39  Case  Study  61 

Module  3:  The  Link 

The  Coexistence  of  the  Two  Problems  3 
Explanations  of  the  Link  9 
References  19  Overhead  Masters  21 

Module  4:  Identification 

Obtaining  the  Information  3 

The  Next  Step:  Guiding  Clients  Toward  Positive  Change  20 
References  29  Overhead  Masters  31  Case  Studies  57 

Module  5:  Building  Partnerships 

Overview  of  Partnerships  2 
Models  for  Partnerships  4 
References  14  Overhead  Masters  15 

Appendices 

A:  LINK  Workshop  Needs  Assessment  Questionnaire 
B:  LINK  Workshop  Evaluation 
C:  Drug  Chart 
D:  Using  an  Interpreter 

E:  Ethnocultural  and  Immigrant  Community  Resources 
F:  Additional  Readings 
G:  Where  to  Find  More  Information 
H:  Suggested  Videos 


Introduction 

Welcome  to  LINK 


Background  1 

LINK:  An  Educational  Package  2 
What  is  the  Purpose  of  LINK?  3 
What  is  a LINK  Workshop?  4 
What  is  the  Scope  of  the  Information?  4 
What  You  Won’t  Learn  from  the  LINK  Educational  Package  5 

Choice  of  Language  5 

References  i 
Overhead  Masters  9 


o 

a. 


Introduction 

Welcome  to  LINK 


Background 

The  use  of  alcohol  and  other  drugs  has  been  found  to  coexist  with 

violence  against  women  and  children  in  relationships.  This  coexistence 
manifests  itself  in  three  distinct  ways. 

1.  Those  who  have  problems  with  alcohol  and  other  drugs  are  likely  to 
have  histories  of  having  been  abused  physically,  emotionally,  and/or 
sexually  as  children. 

2.  Women  in  abusive  relationships  are  more  likely  to  use  calming 
medications,  alcohol  or  other  drugs  to  cope  with  the  abuse. 

3.  Problem  drinkers  are  more  likely  to  abuse  their  partners.  Impaired  abusers 
inflict  the  most  injuries  and  the  most  severe  injuries.  For  some  abusers, 
the  use  of  drugs  or  alcohol  often  precedes  episodes  of  violence.  Frequent 
drinking  by  parents  has  been  found  to  be  related  to  the  incidence  of  child 
sexual  abuse  and  other  forms  of  child  abuse. 

There  is  no  one  simple  link  between  drug  use  and  violence.  Drug  and 
alcohol  use,  for  example,  is  not  the  cause  of  violence  against  women  and 
children  in  relationships.  Also,  it  is  important  to  note  that  not  everyone  who 
has  been  abused  uses  alcohol  or  drugs  to  cope  with  the  abuse.  And  many 
people  use  substances  for  reasons  unrelated  to  violence. 

Nevertheless,  many  individuals  who  arrive  at  assaulted  womens  shelters 
have  been  using  alcohol  and  other  drugs  to  cope  with  their  situations  and 
may  have  developed  problems  related  to  that  use.  Similarly,  many  men  and 
women  who  seek  help  for  drug  and  alcohol  problems  experienced  abuse  as 
children,  or  may  be  abusing  others.  Staff  at  the  Donwood,  a Toronto  addic- 
tions clinic,  have  observed  that  “upwards  of  85  per  cent  of  the  women  who 
come  through  their  doors  were  sexually  abused”  (Toronto  Star,  1994).  Similar 
statistics  have  been  gathered  over  the  past  three  years  at  the  Jean  Tweed 
Centre  (also  located  in  Toronto),  which  specializes  in  helping  women  re- 
cover from  drug  and  alcohol  dependency.  Seventy  to  80  per  cent  of  their 
clients  have  a history  of  sexual  or  physical  abuse  that  occurred  in  childhood 
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or  adulthood  (Miller,  1994).  Recent  clinical  reports  corroborate  these 
observations,  indicating  that  up  to  80  per  cent  of  women  who  seek  drug 
treatment  have  experienced  family  violence  (Rosenhow  et  al.,  1988;  see  also 
Miller  & Downs,  1993). 

Given  the  high  correlation  between  these  two  types  of  problems,  it  is 
important  that  service  providers  who  help  individuals  with  problems  related 
to  either  family  violence  or  the  use  of  alcohol  and  drugs  can  identify  both 
issues.  Once  they  are  identified,  the  next  step  is  to  help  individuals  develop 
a plan  of  action  to  deal  with  both  types  of  problems.  Service  providers  need 
to  become  familiar  with:  (a)  issues  related  to  violence  against  women  and 
children  in  relationships  combined  with  substance  abuse;  (b)  the  complex 
relationships  between  the  two  problem  areas;  (c)  ways  to  identify  both 
problems;  and  (d)  services  in  their  communities  that  deal  with  either  or 
both  types  of  problems. 

LINK:  An  Educational  Package 

LINK  is  an  educational  package  for  trainers  and  other  workshop  presenters. 
The  package  provides  everything  you  need  to  present  a workshop  on 
violence  against  women  and  children  in  relationships  and  the  use  of  alcohol 
and  drugs.  The  LINK  Educational  Package  contains  two  kinds  of  materials: 
training  support  materials  and  information  resource  materials. 

Training  support  materials  include  the  following: 

• Trainer’s  Guidebook 

• overhead  masters 

• case  studies 

• sample  Needs  Assessment  Questionnaire 

• sample  Evaluation  Form 

• 15-minute  video  (Nola’s  Story). 

You  will  find  a detailed  description  of  the  training  support  materials  at 
the  beginning  of  the  Trainer’s  Guidebook. 

Information  resource  materials  include: 

• in-depth  background  information 

• appendices 

• an  extensive  list  of  further  readings 

• listings  of  videos  and  where  to  find  other  resources. 
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All  materials  in  the  package  are  organized  into  five  modules.  The 
package  is  modular  so  that  it  is  can  meet  the  varied  needs  of  participants. 
Modules  represent  separate  content  areas  and  are  independent  yet 
interdependent,  in  that  they  stand  on  their  own  but  support  each  other. 

Here  are  the  titles  of  the  modules. 

Module  1:  Orientation  to  Alcohol  and  Drug  Use 

Module  2:  Violence  Against  Women  and  Children  in  Relationships 

Module  3:  The  Link 

Module  4:  Identification 

Module  5:  Building  Partnerships 

In  the  LINK  Educational  Package  loose-leaf  pages  are  arranged  in  a 
binder  format  so  you  can  easily  rearrange  or  remove  them.  The  Needs 
Assessment  Questionnaire,  Evaluation  Form,  and  overhead  masters  can  all 
be  removed  and  photocopied  at  your  convenience.  We  have  also  included 
the  information  resource  materials  in  a binder,  because  you  may  want  to 
photocopy  some  of  these  materials  to  use  as  handouts  for  your  workshop. 
The  binder  format  makes  it  easier  to  build  your  own  workshop  by  choosing 
and  removing  modules  and  sections. 

The  Trainer’s  Guidebook  is  a bound  booklet  that  is  easy  to  carry  and  refer 
to  when  leading  a workshop.  It  contains: 

• an  introduction  to  the  training  support  materials 

• a workshop  design  guide 

• learning  objectives 

• key  learning  points 

• suggested  learning  activities. 

Pages  in  both  formats  have  been  color-coded  and  marked,  so  you  can 
easily  cross-reference  and  match  the  various  components  of  the  training 
support  materials  to  the  corresponding  information  resource  materials. 

What  is  the  Purpose  of  LINK? 

The  main  goals  of  the  LINK  Educational  Package  are: 

• To  raise  awareness  and  increase  understanding  of  the  link  between 
violence  against  women  and  children  in  relationships  and  the  use  of 
alcohol  and  other  drugs 

• To  familiarize  service  providers  with  the  other  field  (either  the 
addictions  field  or  the  family  violence  field)  with  which  they  may  not 
feel  comfortable 
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WHAT  IS  THE  PURPOSE  OF  LINK? 


• To  provide  the  tools  that  will  help  service  providers  to  identify  the  co- 
existence of  the  two  problems  and  consequently  to  increase  the  likelihood 
that  the  client’s  issues  will  be  uncovered  and  addressed 

• To  emphasize  how  important  it  is  for  family  violence  and  addictions 
workers  to:  (1)  develop  partnerships  with  each  other  and  other  community 
agencies,  (2)  improve  referral  services,  and  (3)  develop  a community 
approach  to  the  dual  problem. 

What  is  a LINK  Workshop? 

You  can  use  LINK  as  a resource  to  help  you  create  a workshop  suited  to  your 
needs.  In  general,  a LINK  workshop  is  intended  as  a one-day  training  or 
learning  event.  It  can  be  led  by  training  teams  of  two  facilitators  or  leaders, 
one  representing  the  addictions  field  and  one  representing  the  family 
violence  field. 

Participants  may  include  addictions  workers,  shelter  workers,  counsellors 
and  other  service  providers  who  work  with:  women  who  have  been  abused, 
individuals  who  were  abused  as  children,  those  who  have  been  abusive  toward 
family  members,  and  those  with  problems  related  to  alcohol  or  drug  use. 
Although  LINK  workshops  could  be  held  for  one  homogeneous  group,  such 
as  addictions  workers  or  shelter  workers  alone,  we  think  LINK  works  best  in  a 
mixed  group  where  participants  can  network  and  learn  from  one  another. 

What  is  the  Scope  of  the  Information? 

In  developing  LINK,  we  decided  to  focus  specifically  on  violence  against 
women  and  children  in  relationships.  This  includes  the  abuse  of  women  by 
partners  (particularly  male  partners)  and  the  abuse  of  children  by  parents. 

We  recognize  the  importance  of  issues  such  as  child  physical  and  sexual 
abuse  by  people  other  than  family  members,  homosexual  partner  abuse,  date 
rape,  elder  abuse,  sibling  abuse,  stranger  rape,  and  violence  perpetrated 
against  men  by  women.  We  have  made  reference  to  some  of  these  issues 
within  particular  limited  contexts,  but  the  focus  of  this  package  is  not  on 
these  issues.  Nevertheless,  it  is  hoped  that  most  of  what  is  covered  by  the 
LINK  Educational  Package  and  its  resulting  workshop  will  apply  to  a variety 
of  clients  and  individuals. 
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We  have  tried  to  make  the  material  as  inclusive  as  possible,  in  order  for 
LINK  to  be  useful  for  those  who  provide  services  to  individuals  with  diverse 
needs  and  backgrounds.  This  is  particularly  the  case  in  the  sections  that 
stress  practical  orientation  and  skill  building,  such  as  Modules  Four  and 

Five.  While  the  content  may  be  useful  for  those  who  provide  services  to 
people  from  a range  of  backgrounds,  including  Aboriginal,  please  note  that 
it  was  not  developed  specifically  by  or  for  First  Nations  communities. 

What  You  Won’t  hearn  from  the 

LINK  Educational  Package 

LINK  is  not  a treatment  training  program.  The  skill  building  in  this  package 
and  workshop  includes  problem  identification,  referral  and  community 
networking.  LINK  does  not  claim  to  provide  the  skills  required  to  assess 
and  heal  individuals  who  have  experienced  violence.  Neither  does  it 
provide  the  skills  needed  to  treat  those  who  have  problems  with  alcohol 
or  drug  use.  To  do  so  requires  formal  training,  clinical  experience  and 
clinical  supervision. 

Addiction  treatment  programs  specifically  designed  for  women  are 
becoming  more  common.  However,  quality  care  for  those  who  have  abuse 
issues  as  well  as  alcohol  or  drug  problems  is  harder  to  find.  While  LINK 
does  not  provide  skill  building  for  the  treatment  of  dually  affected  clients,  it 
does  challenge  participants  to  examine  ways  in  which  their  systems  support 
these  clients  and  to  identify  gaps. 

Choice  of  Language 

The  choice  of  language  in  this  document  was  a challenge.  Neither  field  has  a 
lexicon  that  is  widely  accepted  by  everyone;  furthermore,  the  use  of  terms  is 
a hotly  debated  topic  within  both  fields. 

Nevertheless,  a serious  attempt  was  made  to  avoid  using  language 
that  would  “label”  individuals.  Instead,  we  have  tried  to  focus  on  people’s 
behavior.  For  example,  terms  such  as  “victim,”  “perpetrator”  and  “addict” 
were  avoided.  Instead,  an  attempt  was  made  to  use  expressions  such  as 
“individuals  who  have  experienced  abuse,”  “those  who  have  abused  others” 
and  “those  who  have  a problem  with  alcohol  and  drug  use.” 
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Also,  passive  terms  such  as  “domestic  violence”  or  “family  violence,” 
which  tend  to  obscure  the  attribution  of  responsibility  (Lamb,  1991),  are 
avoided  and,  where  possible,  have  been  replaced  by  expressions  such  as 
“violence  against  women  and  children  in  relationships.”  However,  when  the 
use  of  a long  expression  becomes  cumbersome  or  awkward,  we  use  a shorter 
term.  We  often  use  the  terms  “family  violence”  and  “addictions”  when 
referring  generally  to  the  occupational  fields  and  the  issues  and  workers 
in  the  field  (e.g.,  “family  violence  field,”  “addictions  worker,”  “family 
violence  issues”). 

We  tend  to  use  the  expression  “social  service  provider”  or  “service 
provider”  to  cover  the  wide  range  of  occupational  groups  who  may  find 
this  package  useful.  There  are  places,  however,  where  we  use  the  term 
“counsellor.”  This  is  true  particularly  when  we  discuss  specific  counselling 
skills.  Similarly,  we  often  refer  to  the  individual  to  whom  you  are  providing 
service  or  helping  as  “the  client,”  even  though  we  recognize  that  many  ser- 
vice providers  (e.g.,  shelter  workers,  children’s  services  workers)  may  not 
use  this  term  to  describe  those  they  help.  We  hope  that  those  who  read 
LINK  will  try  to  ignore  language  that  they  may  find  less  than  acceptable  and 
appreciate  that  we  have  seriously  considered  the  issue  of  language  use. 
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Introduction: 

Welcome  to  LINK 

V 

The  use  of  alcohol  and  other  drugs 
has  been  found  to  coexist  with 
violence  against  women  and  children 
in  relationships. 

• There  is  no  one  simple  link  between 
drug  use  and  violence. 

• Drug  and  alcohol  use,  for  example, 

i 

is  not  the  cause  of  violence  against 
women  and  children  in 
relationships. 

•Not  everyone  who  has  been  abused 
uses  alcohol  or  drugs  to  cope.  And 
many  people  use  substances  for 
reasons  unrelated  to  violence. 
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Three  Manifestations  of  the 
Coexisting  Problems 

(1)  Those  who  have  problems  with 
alcohol  and  other  drugs  are  likely 
to  have  histories  of  having  been 
abused  physically,  emotionally, 
and/or  sexually  as  children. 

(2)  Women  in  abusive  relationships 
are  more  likely  to  use  calming 
medications  and/or  alcohol  to 
cope  with  abuse. 

(3)  Problem  drinkers  are  more  likely 
to  abuse  their  partners.  Impaired 
abusers  inflict  the  most  injuries 
and  the  most  severe  injuries. 

For  some  abusers,  the  use  of 
drugs  or  alcohol  often  precedes 
episodes  of  violence. 
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LINK  Educational 

V 

Package  Goals 

• To  raise  awareness  about  and 
increase  understanding  of  the  link 
between  violence  against  women 
and  children  in  relationships  and 
the  use  of  alcohol  and  drugs 

• To  familiarize  social  service 
providers  with  information  about 
the  other  field  (either  the  addictions 
field  or  the  family  violence  field) 
with  which  they  may  not  feel 
comfortable 
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Overhead  Intro-4 


LINK  Educational 
Package  Goals 

• To  provide  the  tools  that  will  help 
social  service  providers  identify  the 
coexistence  of  the  two  problems 
and,  consequently,  to  increase  the 
likelihood  that  the  client's  issues 
will  be  uncovered  and  addressed 

• To  emphasize  the  importance  for 
family  violence  and  addictions 
workers  to  develop  partnerships 
with  each  other  and  with  other 
community  agencies,  to  improve 
referral  services,  and  to  develop 
a community  approach  to  the 
dual  problem 
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Introduction 

Asocial  service  provider  who  wants  to  help  someone  who  is  using  or 
abusing  alcohol  and/or  drugs  does  not  have  to  be  an  addictions  spe- 
cialist or  an  expert  in  pharmacology.  If  you  have  a basic  understanding  of 
how  alcohol  and  drugs  work  and  some  familiarity  with  the  addictions  field, 
you  can  effectively  and  confidently  help  clients  who  are  using  substances. 

Before  we  begin,  let’s  define  what  we  mean  by  a drug,  or  more  specifi- 
cally a class  of  drugs  described  as  “psychoactive.”  A drug  is  any  substance  that 
has  the  capacity  to  change  the  mood,  state  of  mind,  or  state  of  being  of  the  user. 
(Youth  & Drugs,  1991).  Drug  use  includes  drinking  alcohol. 

We  live  in  a society  that  often  promotes  the  use  of  substances.  Alcohol 
and  drugs  can  be  used  to  alleviate  pain,  to  heal,  to  enhance  performance,  to 
experience  pleasure  for  its  own  sake,  to  celebrate,  to  achieve  a sense  of 
belonging.  At  what  point  does  drug  use  become  drug  abuse?  The  phrase 
“drug  abuse”  is  in  fact  a value  judgment,  rather  than  a scientific  term.  The 
distinctions  between  socially  acceptable  use,  dangerous  use,  and  what  is 
considered  “abuse”  vary  with  time,  place  and  cultural  context. 

The  American  Medical  Association  defines  drug  abuse  as: 

...the  ingestion  of  a psychoactive  substance  that  is  capable  of 
producing  physical  or  psychological  dependence,  in  an 
amount  and  frequency  likely  to  result  in  overt  intoxication  or 
to  lead  to  physical  or  psychological  problems  or  anti-social 
behavior.  Said  in  another  way,  when  the  continued  use  of  a 
mood-altering  substance  means  more  to  the  individual  than 
the  problems  associated  with  such  use,  that  individual  can  be 
described  as  abusing  drugs  (Wilford,  1981,  p.  7). 
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Overview 

of  THE 

Addictions 

Field 

Alcohol  and  drug  use 
plays  a role  in  the  lives 
of  many  Canadians.  Most 
people  in  Canada  drink 
alcohol,  a large  number  use 
prescription  and  over-the- 
counter  psychoactive  med- 
ications, and  a smaller  per- 
centage use  illicit  drugs.  Our 
society  is  not  unique  in  this 
regard.  Intoxicating 
substances  have  been  used 
by  human  beings  for  thou- 
sands of  years  in  virtually 
every  part  of  the  world. 


History  of  the  Addictions  Field 


raditionally,  alcohol  and 
drug  abuse,  like  mental  ill- 
ness, has  been  negatively  viewed 
by  society  and  the  health  and 
social  service  professions.  In  re- 
cent years,  public  education  and 
advances  in  health  and  human 
sciences  have  fostered  an  increas- 
ingly enlightened  attitude  toward 
alcohol  and  drug  use.  This  has 
included  an  acceptance  and 
heightened  awareness  of  both  its 
advantages  and  its  problems. 

The  search  for  the  underlying 
causes  of  alcohol  and  drug  abuse, 
and  for  effective  ways  of  treating 
it,  goes  back  many  decades  and 
has  reflected  the  evolving  nature 
of  our  society  and  our  under- 
standing of  human  behavior.  The 
following  is  a brief  historical 
overview  of  the  addictions  field 
in  Canada. 

The  first  Temperance  Society 
in  Canada,  which  was  heavily 
influenced  by  the  temperance 
movement  in  the  United  States, 
formed  in  1807.  Alcohol  addic- 
tion was  viewed  primarily  from  a 
moralistic  perspective  and  exces- 
sive use  of  alcohol  was  under- 
stood to  be  the  result  of  weak- 
ness of  character.  The  tempe- 
rance movement  came  to  advo- 
cate total  abstinence  as  the  best 
protection  for  the  weak  individ- 
ual and  the  only  solution  to  the 
pervasive  social  damage  associat- 
ed with  excessive  drinking.  In 
the  late  1800s  and  early  1900s,  a 


small  number  of  private  treat- 
ment facilities  opened,  but,  in 
general,  governments  did  not 
perceive  alcohol  abuse  as  a public 
health  concern  worthy  of  atten- 
tion. The  medical  community 
was  equally  disinterested. 

Alcoholics  Anonymous  (AA) 
was  established  in  Canada  in  the 
1940s,  as  alcoholism  gradually 
became  a respectable  and  legiti- 
mate area  of  practice  for  health 
care  professionals.  During  the 
period  between  World  War  II  and 
1960,  provincial  governments 
started  to  fund  agencies  with  a 
mandate  to  develop  addiction 
treatment  services.  Each  province 
developed  its  own  approach  to 
the  planning  and  delivery  of 
treatment  services. 

Addictions  treatment  in 
Canada  experienced  explosive 
growth  between  1965  and  1980. 
Expenditures  rose  from  approxi- 
mately $14  million  in  1970  to 
$70  million  in  1976,  and  the 
number  of  specialized  agencies 
grew  to  340  from  approximately 
115  (Reid,  1981).  A range  of  ser- 
vices was  established,  including 
detoxification  centres,  outpatient 
programs,  short-term  and  long- 
term residential  facilities,  and 
aftercare  programs.  These  treat- 
ment services  were  staffed  by 
professionals  from  a variety  of 
disciplines,  including  medicine, 
psychology  and  social  work. 
Recovering  alcoholics  played  a 
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significant  role  in  program  de- 
velopment and  delivery.  The 
mandate  of  the  provincial  com- 
missions and  treatment  services 
was  expanded  to  include  drugs 
other  than  alcohol  in  order  to 
deal  with  problems  posed  by 
younger,  multiple-drug  abusing 
populations. 

Since  1980,  the  growth  of  the 
addictions  treatment  service  sys- 
tem in  most  areas  of  Canada  has 
largely  stabilized.  The  disease 
model  of  addictions,  discussed  in 
more  detail  on  page  6,  continues 
to  have  a major  influence  on  the 


treatment  system  in  many  juris- 
dictions and  programs. 

It  is  the  guiding  force  behind  a 
primarily  medical  orientation  of 
detoxification,  the  use  of  alcohol- 
sensitizing  agents  such  as 
Antabuse,  in-patient  treatment, 
and  12-step  programs  like 
Alcoholics  Anonymous.  Other 
conceptual  models  of  alcohol 
and  drug  use/abuse  have 
emerged  over  the  past  15  years 
and  have  stimulated  the  de- 
velopment of  alternative 
approaches  to  the  treatment 
of  alcohol  and  drug  abuse. 


IS) 
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How  Much  Alcohol  and  Drugs 
Do  Canadians  Use? 


A recent  survey  by  Health 
Canada  questioned  over 
13,000  Canadians  about  their 
alcohol  and  drug  consumption 
(Adlaf,  1993).  Here  are  highlights 
of  the  results: 

Alcohol  Use 

• Most  Canadians  drink  alcohol 
(81  per  cent),  and  most  who 
drink  do  so  moderately,  with 
about  half  (48  per  cent)  drink- 
ing on  two  or  fewer  occasions 
per  month.  The  amount 
consumed  during  the  seven-day 
period  before  the  survey  aver- 
aged 4.4  drinks.  Forty  per  cent 
of  current  drinkers  did  not 
drink  during  this  period,  41 
per  cent  drank  one  to  seven 
drinks,  15  per  cent  drank  eight 
to  21  drinks,  and  4 per  cent 
drank  22  or  more  drinks. 

• Sex  and  age  are  important  dis- 
criminating factors  in  drinking. 
Regardless  of  age,  men  are 
more  likely  than  women  to 
drink,  to  drink  more  frequently, 
and  to  drink  in  higher  volumes. 
The  prevalence  of  drinking 
begins  to  decline  after  ages  20 
to  24,  but  among  those  who  do 
drink,  daily  drinking  increases 
with  age. 

• Residents  of  the  Atlantic 
provinces  are  less  likely  to 
drink  than  residents  of  other 
provinces. 


• Drinking  is  more  likely  to 
occur  among  those  in  the 
workforce,  those  with  higher 
incomes,  and  those  with  higher 
education. 

• Between  1985  and  1990,  the 
prevalence  of  drinking  declined 
among  women  aged  20  to  24 
years,  and  among  men  aged  25 
to  34  years.  Drinking  also 
declined  in  Saskatchewan.  Dur- 
ing the  same  period,  the  preva- 
lence of  drinking  increased 
among  men  aged  55  to  64  years 
and  among  women  aged  65  and 
older.  Overall,  the  proportion 
of  current  drinkers  was 
unchanged. 

Prescription  Drug  Use 

• Women  are  more  likely  than 
men  to  use  tranquillizers,  anti- 
depressants, sleeping  pills,  nar- 
cotic analgesics  and  non-nar- 
cotic analgesics. 

• Use  of  tranquillizers  and  sleep- 
ing pills  increases  with  age. 

• Compared  to  national  averages, 
residents  from  Nova  Scotia  are 
more  likely  to  use  narcotic 
analgesics.  Residents  of  Alberta 
and  British  Columbia  are  more 
likely  to  use  both  narcotic  and 
non-narcotic  analgesics.  Resi- 
dents of  Quebec  are  less  likely 
to  use  both  types  of  analgesics, 
but  more  likely  to  use  tranquil- 
lizers. 
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• Use  of  tranquillizers,  sleeping 
pills,  and  antidepressants  is 
more  prevalent  among  people 
with  low  incomes. 

• Those  with  no  higher  than  ele- 
mentary school  education  are 
more  likely  to  use  tranquillizers 
and  sleeping  pills,  but  less  like- 
ly to  use  analgesics. 

• In  1990,  compared  to  1985, 
tranquillizer  use  dropped 
among  women,  particularly 
those  aged  65  and  over,  men 
and  women  aged  35  to  44 
years,  and  residents  of  British 
Columbia.  Use  increased 
among  men  aged  65  and  older. 

• Between  1985  and  1990,  use  of 
sleeping  pills  declined  among 
women  in  general,  men  aged  35 
to  44  years,  and  residents  of 
New  Brunswick,  Manitoba  and 
British  Columbia. 

Illicit  Drug  Use 

• Use  of  marijuana  and  cocaine 
during  the  12  months  before 
the  survey  was  low:  five 

per  cent  and  one  per  cent 
respectively. 

• Marijuana  use  was  the  most 
likely  to  occur  among  men, 
men  and  women  aged  20  to  24 
years,  and  residents  of  British 
Columbia. 


• Between  1985  and  1990,  mari- 
juana use  declined  among 
women  and  residents  of 
Saskatchewan  and  Alberta.  In 
Quebec,  it  increased  among 
those  35  to  44  years  of  age. 

Multiple  Drug  Use 

• Eleven  per  cent  of  Canadians 
did  not  use  any  of  the  12  drugs 
surveyed,  50  per  cent  used  only 
one  substance  (43  per  cent 
used  alcohol  only,  three  per 
cent  used  tobacco  only,  and 
four  per  cent  used  psycho- 
therapeutic drugs  only),  and 
39  per  cent  used  two  or  more 
substances  during  the  year 
preceding  the  survey. 

Alcohol  and  Drug  Use 
in  Your  Area 

We  suggest  that  you  consult  your 
provincial  addiction  authority  for 
more  specific  information  about 
alcohol  and  drug  use  in  your 
area.  The  National  Clearinghouse 
on  Substance  Abuse  publishes 
the  Directory  of  Substance  Abuse 
Organizations  in  Canada,  which 
may  help  you  find  addiction 
resources  near  you. 

For  further  information  on 
how  to  contact  these  organiza- 
tions, see  Appendix  G. 
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HOW  MUCH  ALCOHOL  AND  DRUGS  DO  CANADIANS  USE? 


Conceptual  Models  of  Alcohol  and  Drug  Use 


Alcohol  and  drug  abuse  is 

one  of  Canada’s  most  impor- 
tant and  costly  health  and  social 
problems,  and  the  addictions 
field  is  constantly  evolving.  As  a 
result,  there  has  been  an  explo- 
sion of  research  in  the  addictions 
field,  and  a variety  of  theories 
and  conceptual  models  of  alcohol 
and  drug  use  have  been 
developed. 

Each  of  these  models  has  its 
own  perspective  on  the  cause  of 
the  problem,  how  it  should  be 
treated,  and  what  the  ideal 
treatment  outcome  should  be. 
Many  models  exist  and  it  would 
be  impossible  to  review  them 
all.  We  have  included  the 
three  most  influential  models 
in  the  field: 

• Disease  Model 
• Cognitive-Behavioral  Model 
• Biopsychosocial  Model 

The  Disease  Model 
This  model,  also  known  as  the 
Physiological  or  American 
Disease  Model,  views  alcohol 
and  drug  abuse  as  an  illness  that 
renders  a person  incapable  of 
using  alcohol  and  drugs  in  mod- 
eration. Genetic  risk  factors  are 
seen  as  playing  a central  role  in 
making  certain  people  suscepti- 
ble to  the  condition  when 
exposed  to  alcohol  or  drugs 
and/or  stress.  Others  may  get 
the  disease  when  their  bio- 
chemistry changes  after  many 


years  of  alcohol  or  drug  use. 

Some  adherents  to  the  Disease 
Model  also  believe  that  psycho- 
logical damage  in  early  childhood 
may  exacerbate  the  condition. 
Central  to  the  disease  model  is 
the  notion  that  the  body  of  a per- 
son who  becomes  dependent  on 
alcohol  or  drugs  does  not  react  to 
substances  in  the  same  way  as  a 
person  who  is  not  dependent. 

The  exact  physiological  mech- 
anisms that  cause  the  condition 
are  not  yet  clearly  understood.  It 
is  thought  that  brain  chemistry 
and  liver  functioning  likely  play  a 
major  role  in  causing  the  disease. 
Whatever  the  causes,  the  primary 
symptom  of  the  disease  is  that  it 
is  progressive  and  that  use  of 
alcohol  or  drugs  predictably 
leads  to  obsessive  preoccupation 
with  the  substance(s),  compul- 
sion to  use,  and  inevitable  loss  of 
control.  Consequently,  persons 
with  the  disease  cannot  safely  use 
alcohol  or  mood-altering  drugs. 
The  disease  is  considered  a 
chronic  condition  that  is  irrever- 
sible. But  it  is  possible  to  arrest 
the  illness  and  achieve  recovery 
through  total  abstinence. 

The  Disease  Model  is  the  con- 
ceptual framework  that  guides 
the  treatment  found  in  many 
alcohol  and  drug  treatment 
prgrams.  It  is  also  the  foundation 
for  Alcoholics  Anonymous  and 
numerous  other  mutual  aid 
programs. 
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The  Cognitive-Behavioral 
Model 

The  Cognitive-Behavioral  Model, 
also  called  the  Social  Learning 
Model,  is  based  on  social-learn- 
ing theory  and  is  an  outgrowth 
and  extension  of  more  traditional 
behavior  therapy  programs.  It 
focuses  on  the  interaction 
between  the  individual  (cognitive 
factor)  and  the  environment 
(behavioral  factor)  and  asserts 
that  both  these  factors  are  impor- 
tant in  understanding  and  treat- 
ing alcohol  and  drug  problems. 

This  conceptual  model  suggests 
that  problematic  use  of  alcohol  or 
drugs  occurs  because  consump- 
tion has  been  positively  reinforced 
in  our  society  For  example,  an 
individual  who  is  exposed  to  alco- 
hol or  drugs  in  social  situations 
may  experience  peer  pressure  to 
join  in.  Drug  use  is  also  a way  to 
avoid  negative  consequences.  Use 
of  alcohol  or  drugs  can  become  a 
strategy  for  coping  with  challeng- 
ing situations  or  difficult 
emotional  states,  such  as  anxiety, 
anger  or  guilt.  Increasing  reliance 
on  alcohol  or  drugs  to  cope  may 
lead  to  increased  tolerance  (the 
person  must  take  more  of  the  sub- 
stance to  get  the  desired  effect), 
and  psychological  and/or  physical 
dependence. 

The  expectations  that  a person 
has  about  alcohol  and  drugs  are 
also  viewed  as  important.  A belief 
that  alcohol  or  drugs  will  have 
positive  or  beneficial  effects  pro- 
motes consumption. 


Treatment  based  on  the  Cogni- 
tive-Behavioral Model  focuses  on 
helping  clients  assume  responsi- 
bility for  their  behavior,  with  the 
expectation  that  they  will  gradu- 
ally acquire  the  skills  and  atti- 
tudes needed  to  achieve  self-con- 
trol (Marlatt  and  Gordon,  1985). 
Both  abstinence  and  controlled 
drinking  are  considered  desirable 
outcomes.  Interventions  include 
behaviorial  skill  training  (so  the 
person  does  not  need  alcohol  or 
drugs  to  cope),  cognitive 
interventions  (changing  how  the 
client  thinks  about  alcohol  and/or 
drugs),  and  lifestyle  change  pro- 
cedures. This  model  has  recently 
become  increasingly  important  in 
the  area  of  relapse  prevention. 

The  Biopsychosocial 
Model 

In  recent  years,  a conceptual 
framework  has  evolved  that  has 
attempted  to  integrate  the  diverse 
orientations  and  perspectives 
found  in  the  many  models  of 
alcohol  and  drug  abuse.  This 
framework,  known  as  the  Biopsy- 
chosocial Model  (sometimes 
called  the  Public  Health  Model), 
asserts  that  a variety  of  compul- 
sive behaviors,  including  alcohol 
and  drug  use,  eating  disorders, 
uncontrolled  gambling  and 
hypersexuality,  is  the  result  of 
various  characteristics  within  an 
individual  interacting  with 
numerous  environmental  factors 
(Donovan  & Marlatt,  1988). 
From  a biopsychosocial  perspec- 
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tive,  a substance  use  disorder  is 
considered  a complex  pattern 
with  biological,  psychological, 
and  socio-cultural  components. 

This  model  does  not  attempt 
to  find  the  single,  correct  way  to 
treat  those  who  have  problems 
related  to  alcohol  and  drug  use. 
It  recognizes  that  there  is  some 
support  for  many  models  that 
have  been  developed,  but  that 
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none  of  them  can  claim  to  be 
universally  useful.  Consequently, 
a comprehensive  response  to  sub- 
stance abuse  requires  that  a range 
of  treatment  options  be  consid- 
ered and  available.  Treatment 
planning  should  lead  to  interven- 
tions that  are  appropriately 
matched  to  the  needs,  strengths 
and  circumstances  of  each  client 
(Lewis  et  al.,  1988). 
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Understanding 
Alcohol  and 
Drug  Use 


Exploring  the  Myths 

Before  you  can  begin  to 

understand  alcohol  and  drug 
use,  there  are  a wide  variety  of 
beliefs  and  attitudes  that  need  to 
be  examined  and  challenged. 
There  are  many  misconceptions 
about  the  use  of  alcohol  and 
drugs,  treatment  for  problems, 
and  the  people  involved.  These 
misconceptions  have  significantly 
interfered  with  many  people’s 
ability  to  understand  and  empa- 
thize with  this  population  and 
intervene  effectively.  The  follow- 
ing are  some  of  these  myths  and 
misconceptions,  followed  by 
statements  that  dispel  them. 

Myth:  Nothing  can  be  done  until 
a person  is  dependent  on  alco- 
hol or  drugs  and  is  ready  to  ask 
for  help.  In  other  words,  the 
person  has  to  “hit  bottom”  first. 

Fact:  This  attitude  often  prevents 
counsellors  from  proactively 
addressing  alcohol  and  drug  use 
at  an  early  stage  and  engaging  a 
client  in  a positive  process  of 
change.  However,  the  decision  to 
continue  to  use  alcohol  or  drugs 
is  similar  to  other  decisions  peo- 
ple make  about  a wide  variety  of 
issues.  People  change  their 
behaviors  when  the  negative  con- 
sequences start  to  outweigh  the 
benefits.  Providing  a neutral 
environment  in  which  the  client 
can  objectively  examine  the  con- 
sequences of  alcohol  or  drug  use 
and  providing  personalized  and 


meaningful  feedback  enhances  a 
client’s  readiness  for  change.  The 
sooner  clients  can  address  a 
problem,  the  more  likely  they  are 
to  be  successful  in  making 
changes.  A client  who  has  “hit 
bottom”  and  has  lost  all  the 
major  supports  in  life  will  have 
more  difficulty  recovering. 

Myth:  Alcoholism  is  inherited. 
People  who  come  from  alcoholic 
families  will  become  alcoholics 
themselves. 

Fact:  Many  factors  contribute  to 
alcohol  problems,  including  the 
genetic  and  psychological  makeup 
of  the  individual,  as  well  as  cul- 
tural and  sociological  factors. 
Studies  have  shown  that  children 
of  alcoholics  have  a four  times 
greater  risk  of  developing  alcohol- 
related  problems.  However,  there 
is  no  conclusive  evidence  that 
alcoholism  is  inherited,  since  both 
the  environment  and  genetic  fac- 
tors contribute  to  the  develop- 
ment of  alcoholism  in  children  of 
alcoholics.  The  most  current  hy- 
pothesis is  that  heredity  does  play 
a role  in  the  development  of  alco- 
holism in  some  people.  Additional 
research  is  needed  to  determine 
how  heredity  affects  alcoholism 
and  which  people  are  affected. 

Myth:  Heroin  is  more  dangerous 
than  alcohol. 

Fact:  All  drugs  have  the  potential 
to  cause  harm.  Degrees  of  danger 
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are  not  simply  a function  of  the 
drug’s  characteristics.  Danger 
depends  on  the  individual,  the 
situation,  the  amount  used,  and 
how  the  drug  is  used  (e.g.,  by 
injection,  in  combination  with 
other  drugs).  It’s  difficult  to 
decide  which  of  two  drugs  is 
more  dangerous.  Both  drugs 
may  have  the  potential  to  be 
devastating  to  different  people 
in  different  situations. 

Myth:  Attitudes  toward  women 
who  use  alcohol  are  the  same  as 
attitudes  toward  men. 

Fact:  Our  society  prescribes  dif- 
ferent standards  of  appropriate  be- 
havior for  women  and  for  men, 
particularly  in  regard  to  substance 
use.  For  example,  getting  drunk 
or  high  is  seen  as  a normal  rite  of 
passage  for  a young  man;  not  so 
for  a young  woman.  Excessive 
drinking,  drunkenness,  or  use  of 
illicit  drugs  are  perceived  as  de- 
viant behavior  for  women.  Society 
is  also  particularly  concerned 
about  substance  use  affecting  wo- 
men’s roles  as  childbearers,  moth- 
ers and  care  givers.  Consequently, 
women  may  be  fearful  of  raising 
the  issue  of  their  use  of  alcohol  or 
drugs,  because  their  ability  to  be 
an  adequate  parent  may  be  ques- 
tioned. In  contrast,  prescribed 
psychoactive  drug  use  is  consid- 
ered more  acceptable  for  women, 
for  what  has  often  been  described 
as  “health  reasons.”  In  particular, 
sleeping  pills  and  tranquillizers 
are  often  prescribed  for  women 
who  are  assumed  to  be  experien- 


cing depression.  Men’s  health 
problems  are  often  examined 
more  carefully,  rather  than  pre- 
sumed to  be  psychologically 
based. 

Myth:  Moral  failure  or  character 
weakness  is  often  the  reason  for 
alcoholism  or  drug  addiction. 

Fact:  Alcohol/drug  problems  are 
not  exclusive  to  a particular  type 
of  person  with  particular  behav- 
ioral characteristics.  People  with 
different  morals  and  characters 
may  develop  problems  with  sub- 
stances, just  as  people  with  dif- 
ferent morals  and  characters  do 
not  experience  alcohol-  or  drug- 
related  problems.  Dependency 
has  many  causes  and  varies  with 
each  individual. 

Myth:  People  who  are  able  to 
stop  using  for  periods  of  time  do 
not  have  problems  with  alcohol 
or  drugs. 

Fact:  Many  people  with  alcohol 
or  drug  problems  stop  using  for 
periods  of  time.  When  they  do 
use,  however,  they  experience 
negative  consequences  and  may 
continue,  despite  the  harm  they 
do  to  themselves  and  others. 
There  are  many  different  patterns 
of  substance  use,  and  some  pat- 
terns include  periods  of  non-use. 

Myth:  Alcoholics  and  drug  users 
usually  have  personal  troubles 
long  before  they  have  a problem 
with  alcohol  and  drugs. 

Fact:  Not  always.  Many  people 
who  develop  problems  with  alco- 
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hoi  or  drugs  have  no  apparent 
history  of  emotional  problems, 
family  dysfunction  or  other  diffi- 
culties prior  to  the  onset  of  their 
alcohol/drug  use.  But  studies 
show  that  a large  percentage  of 
alcohol/drug  users  experienced 
problems  prior  to  the  develop- 
ment of  their  dependence  on 
alcohol  or  drugs.  Drinking  and 
other  drug  use  can  compound 
old  problems  and  cause  many 
additional  problems.  Addressing 
other  problems  does  not  guaran- 
tee that  alcohol  and  drug  issues 
will  go  away.  Rather,  alcohol  and 
drug  problems  usually  respond 
best  to  direct,  specialized  treat- 
ment. Support  for  coping  posi- 
tively with  other  difficulties  may 
be  given  along  with  alcohol  and 
drug  treatment.  When  alcohol 
and  drug  problems  are  being 
treated,  other  difficulties  are  easi- 
er to  overcome. 

Myth:  The  person  who  drinks  or 
abuses  drugs  is  the  only  one 
with  the  problems  and  the  only 
one  who  needs  help. 

Fact:  People  close  to  the  sub- 
stance abuser  are  affected  by  the 
alcohol/drug  use  and  often  need 
help  to  understand  the  problem 
and  learn  how  to  cope  with  the 
situation.  When  family  members 
relate  to  each  other  on  the  basis 
of  inappropriate  roles,  as  is  often 
the  case  when  there  is  a sub- 
stance abuser  in  the  family,  it  is 
difficult  to  change  the  situation 
without  outside  help.  Coun- 
selling for  family  members  by 
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someone  trained  to  deal  wuth 
alcoholism  is  recommended. 

Myth:  People  with  alcohol  or 
other  drug  problems  always  need 
professional  addiction  treatment. 

Fact:  It  depends  on  the  problem 
and  the  individual.  Some  people 
recover  on  their  own,  or  with 
people  close  to  them,  or  through 
participation  in  a support  group 
such  as  Alcoholics  Anonymous. 
Research  indicates  that  profes- 
sionals other  than  addiction  spe- 
cialists - such  as  social  workers, 
general  practitioners  and  proba- 
tion officers  - can  also  help  alco- 
hol and  drug  abusing  clients. 

Myth:  Experimental  use  of 
alcohol  or  other  drugs  by  youth 
is  dangerous. 

Fact:  Some  experimentation  can 
be  dangerous;  much  is  not.  All 
use  carries  some  risk,  regardless 
of  the  age  of  the  person  using. 
There  are  many  variables  that 
determine  the  degree  of  risk. 

Myth:  Most  people  who  use 
alcohol  or  drugs  have  no  desire 
to  stop  using  and  have  only 
themselves  to  blame  for  their 
problems. 

Fact:  Many  people  with  alcohol 
or  drug  problems  try  desperately 
to  stop.  The  source  of  their  prob- 
lems is  as  varied  as  the  problems 
themselves. 

Myth:  People  usually  have  very 
little  warning  that  they  are 
becoming  addicted  to  alcohol  or 
other  drugs. 
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Fact:  Dependency  is  progressive 
and  there  are  many  signs  along 
the  way  The  person  involved 
may  choose  not  to  notice  the 
signs,  or  may  not  have  the 
knowledge  and  insight  to  recog- 
nize them. 

Myth:  Hard  liquor  is  more 
harmful  than  beer  or  wine. 

Fact:  The  form  of  alcohol  makes 
no  difference.  The  eventual  effect 
of  the  pure  alcohol  contained  in 
all  types  of  alcoholic  beverages  is 
the  same.  The  amount  of  pure 
alcohol  in  a 12-ounce  (341  mL) 
bottle  of  beer,  in  1.5  ounces 
(43  mL)  of  distilled  spirits,  or  in 
a 5-ounce  (142  mL)  glass  of  wine 
is  the  same. 

Myth:  People  with  alcohol  or 
other  drug  problems  should  be 
forced  into  treatment. 

Fact:  Successful  treatment 
requires  the  client’s  co-operation. 
Rather  than  forcing  people  into 
treatment,  it’s  more  effective  to 
help  people  realize  the  problems 
that  alcohol  and  drugs  are  caus- 
ing in  their  lives,  and  the  conse- 
quences of  continued  drug  use 
(such  as  job  loss  or  family  or 
health  problems). 

Myth:  Abstinence  is  the  only 
answer  to  alcohol  problems. 

Fact:  Traditionally,  total  absti- 
nence was  presumed  a necessary 
condition  for  successful  treat- 
ment of  alcoholism.  And  for  the 
person  who  is  severely  dependent 
on  alcohol,  it  is  clearly  the  most 


appropriate  treatment  goal.  More 
recently,  short-term  studies  sug- 
gest that  some  people  with  less 
serious  alcohol  problems  can 
successfully  return  to  controlled 
social  drinking.  These  “problem 
drinkers”  are  often  wary  of  being 
labelled  alcoholic  and  reject  the 
goal  of  abstinence,  preferring  to 
work  towards  a goal  of  reducing 
their  alcohol  consumption  to 
non-problematic  levels.  Long- 
term follow-up  studies  are  need- 
ed to  determine  whether  social 
drinking  can  be  successfully 
maintained  over  extended  peri- 
ods. The  decision  as  to  whether  a 
client  is  an  appropriate  candidate 
for  the  goal  of  reduced  drinking 
is  a matter  of  clinical  judgment. 
The  long-term  treatment  goal 
should  be  based  on  the  results  of 
a comprehensive  assessment  and 
on  a plan  of  action  negotiated 
with  the  client. 

Myth:  Treatment  needs  of  male 
and  female  substance  abusers 
are  identical. 

Fact:  Women  require  treatment 
services  that  are  tailored  to  their 
own  needs.  They  often  become 
substance  abusers  as  a result  of 
their  experiences  of  being  physi- 
cally or  sexually  abused.  Too 
often,  they  do  not  receive  appro- 
priate treatment  because  of  lack 
of  identification  of  their  histories. 
Mixed  gender  groups  often  inhib- 
it women  from  addressing  their 
real  issues.  Unfortunately,  there 
ate  few  women-oriented  or 
women-only  services.  Lesbian 
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women  require  services  that  are 
non-judgmental  and  appropriate 
to  their  lifestyle. 

Myth:  Some  people  are  more 
likely  to  abuse  alcohol  and 
drugs  because  they  are  of  a spe- 
cific culture,  educational  level, 
ethnic  or  linguistic  background, 
race,  sexual  orientation  or  socio- 
economic status. 

V 

Fact:  While  these  factors,  among 
others,  can  play  a role  in  deter- 
mining the  nature  and  extent  of 
substance  use,  they,  in  them- 
selves, are  not  causes  for  proble- 
matic use  of  alcohol  and  drugs. 

Myth:  All  individuals  have  equal 
access  to  treatment. 

Fact:  Most  treatment  services  are 
designed  for  the  dominant  group 
in  society:  urban,  heterosexual, 
white,  English-speaking,  middle- 
class  males.  Individuals  who  do 
not  belong  to  this  group  often 
have  difficulty  accessing  services 
that  speak  their  “language,” 
validate  their  experiences,  and 
understand  their  lives.  A poor 
woman,  for  example,  may  not  be 
able  to  find  a service  provider 
who  is  familiar  with  her  issues 
and  lifestyle.  Location  also  affects 
access.  For  example,  a woman 
from  northern  Canada  may  not 
have  access  to  the  same  range 
of  services  as  a woman  from 
southern  Canada. 


Myth:  The  use  of  alcohol  and 
other  drugs  is  important  to 
health  and  well-being. 

Fact:  Some  ethnocultural  groups 
consider  red  wine  to  have  health- 
giving properties  such  as 
vitamins  and  minerals.  While  the 
moderate  use  of  alcohol  will  not 
harm  health,  there  is  no  conclu- 
sive scientific  evidence  that  it  is 
beneficial  to  health.  Prescription 
drugs  can  often  restore  health 
and  well-being,  if  they  are  used 
judiciously  and  their  use  is  care- 
fully monitored. 

Myth:  People  who  relapse  have 
failed  because  they  are  not  sin- 
cerely motivated. 

Fact:  Traditionally,  a relapse  has 
been  viewed  as  a failure  that  indi- 
cates that  the  individual  is  not 
sincerely  concerned  or  motivated 
to  change.  Research  and  experi- 
ence have  shown,  however,  that 
the  vast  majority  of  people  who 
relapse  are  ambivalent  about 
their  use  of  substances  and  have 
trouble  coping  without  using 
alcohol  and/or  drugs.  Rather  than 
viewing  relapse  as  a failure,  it  is 
more  helpful  to  view  it  as  a nor- 
mal part  of  the  recovery  process  - 
one  that  provides  an  opportunity 
for  the  individual  to  learn  more 
about  his  or  her  relationship  with 
substances  and  what  action  is 
needed  to  reach  his  or  her  goal. 
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Alcohol  and  Drug  Effects 


Figure  1.1 
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Drugs  change  the  chemistry  of 
the  central  nervous  system, 
especially  the  brain.  The  effects 
and  intensity  of  a particular  drug 
are  determined  by  several  factors, 
including: 

• the  quantity  or  dose  of 
drugs  taken 

• the  route  of  administration 
• the  type  of  drugs  taken 
(classification  of  drugs) 

• other  drugs  that  were  taken 
at  the  same  time  (drug 
interactions) 

• the  body’s  responses  to  drugs 
that  develop  over  time 
• other  factors. 

These  factors  interact  to  deter- 
mine how  a person  will  respond 
to  a particular  drug,  how  long 
the  effects  will  last,  and  the 
degree  of  danger  the  drug  poses 
to  the  user.  Understanding  how 
drugs  affect  the  body  and  how 
different  drugs  interact  in  the 
body  helps  to  determine  how 
to  respond  to  someone  who  is 
using  drugs. 


Measuring  Dose 
The  amount  of  a drug  an  indi- 
vidual takes  is  described  as  the 
dose.  Determining  dose  helps 
to  predict  the  intensity  of  a 
particular  drug’s  effect.  Knowing 
the  dose  also  helps  determine 
other  physiological  responses 
to  the  drug,  which  will  be 
covered  in  the  section  on 
tolerance,  dependence  and 
withdrawal. 

Dose  is  measured  differently 
for  different  types  of  drugs. 

For  prescription  and  over-the- 
counter  medication,  dose  is 
normally  written  on  the  label. 

A dose  of  alcohol,  on  the 
other  hand,  can  be  estimated 
by  using  the  concept  of  the 
“standard”  drink.  (See  Figure  1.1, 
Drink  Equivalent  Chart.) 

With  illicit  drugs,  the  dose 
is  often  unknown  because  of 
the  great  variability  of  these 
preparations.  Potency  varies 
according  to: 

• the  chemical  techniques 
of  the  manufacturer 

• the  care  with  which 
these  are  carried  out 

• age  and  storage 
conditions 

• purity. 

As  a result,  knowing  how 
much  of  a drug  someone 
takes  does  not  necessarily 
indicate  the  dose  and 
therefore  the  effects  of 
the  drug. 
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Route  of  Administration 

In  order  for  a psychoactive  drug 
to  have  an  effect,  it  must  pass 
from  the  bloodstream  to  the 
brain.  The  speed  with  which  a 
drug  enters  the  bloodstream  and 
the  brain  depends  on  the  route  of 
administration.  The  routes  most 
commonly  used  are: 

• Ingestion:  oral  administration 
(swallowing  a drug)  - Absorp- 
tion from  the  stomach  is  slow 

• Inhalation:  sniffing  solvents 
like  gases  and  aerosols  - 
Absorption  from  the  lungs 
is  fast. 

• Mucous  membranes:  the  linings 
of  mouth,  nose,  eye  sockets, 
throat,  rectum  - Absorption 
through  mucous  membranes 
is  fast. 

• Injection:  Drugs  can  be  injected 
under  the  skin  (subcutaneous 
injection),  into  a muscle  (intra- 
muscular injection)  or,  most 
commonly,  into  a vein  (intra- 
venous injection).  Intravenous 
injection  is  extremely  hazar- 
dous because  of  the  risk  of 
overdose,  infections  (including 
HIV,  the  AIDS  virus)  from 
impure  solutions  or  non-sterile 
injection  techniques,  or  small 
particles  or  air  bubbles  that 
may  block  the  normal  flow 

of  blood.  - Absorption  is 
very  fast. 

Classification  of  Drugs 

There  are  many  different  ways  to 
classify  drugs,  based  on  dimen- 
sions such  as  drug  source,  func- 
tion and  effect.  A common  way 


to  classify  drugs  is  by  their  phar- 
macological effects.  Cannabis, 
hallucinogens,  narcotic  anal- 
gesics, depressants,  and  stimu- 
lants all  have  short-term  and 
long-term  effects  that  are  distinct 
and  this  information  will  help 
determine  a person’s  drug  use. 
The  chart  in  Appendix  C 
describes  some  of  the  common 
drugs  in  each  of  these  categories. 
As  you  read  through  it,  keep  in 
mind  that,  although  much  is 
known  about  drugs  and  their 
possible  risks,  much  remains 
unknown.  The  information  con- 
tained in  this  chart  will  guide 
you,  but  remember  that  drug 
effects  are  the  result  of  a complex 
set  of  interactions,  making  each 
situation  unique. 

Drug  Interactions 

A drug  interaction  occurs  when 
one  drug  alters  the  action  or 
effects  of  another  drug  present  in 
the  body  at  the  same  time.  Some 
interactions  may  be  trivial,  but  a 
few  are  dangerous,  even  life- 
threatening. 

Fortunately,  most  drugs  do  not 
interact  with  most  other  drugs. 
Drugs  taken  together  may  act 
independently  of  each  other.  For 
example,  alcohol  does  not  seem 
to  interfere  with  the  action  of  vit- 
amins or  oral  contraceptives,  or 
vice  versa. 

Sometimes  drugs  taken  togeth- 
er may  enhance  each  other’s 
effects.  This  may  happen  because 
they  act  on  the  brain  in  similar 
ways,  or  because  one  drug 
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increases  the  level  of  the  other  in 
the  body  by  interfering  with  its 
distribution,  breakdown  or  excre- 
tion. For  example,  alcohol  and 
antihistamines  are  both  central 
nervous  system  depressants  and 
are  additive  in  their  effects. 

Drugs  taken  together  some- 
times have  an  antagonistic  effect. 
This  may  occur  when  one  drug 
“blocks”  or  prevents  another 
drug  from  producing  its  effect. 
Antagonism  may  also  occur  when 
two  drugs  have  opposite  effects 
on  the  brain  (e.g.,  alcohol- 
induced  drowsiness  versus 
caffeine-induced  alertness),  or 
if  one  drug  alters  the  absorption 
or  distribution  of  another. 

Drug  users  may  use  different 
kinds  of  drugs  to  induce  a spec- 
trum of  effects  or  to  control 
extreme  effects.  LSD  and  an 
amphetamine  may  be  taken 
together  to  produce  both  hallu- 
cinogenic and  stimulant  effects  at 
once.  Tranquillizers  may  be  used 
to  counteract  the  effects  of  a 
cocaine  “crash.” 

The  Body’s  Responses 
to  Drugs:  Effects  of 
Long-Term  Use 

When  a person  continues  to  use 
drugs  over  an  extended  period  of 
time,  we  begin  to  talk  about  the 
user  developing  a tolerance, 
becoming  dependent  or  addicted, 
and  suffering  withdrawal  when 
drug  use  stops.  These  terms  are 
part  of  our  everyday  vocabulary, 
but  they  are  not  clearly  defined 
and  used,  even  by  the  experts. 
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With  repeated  use  of  a drug,  the 
user  needs  more  of  the  drug  to 
reach  the  same  effect.  This  is 
called  tolerance. 

Normally,  tolerance  develops 
gradually  over  the  course  of  days, 
weeks  or  months  of  drug  use.  But, 
with  some  drugs,  it  will  occur 
after  just  a few  administrations,  as 
in  the  case  of  “learning”  to  smoke, 
which  involves  rapid  tolerance  to 
initial  nausea  and  dizziness. 

If  a person  administers  a drug 
in  the  same  room  each  day,  she  or 
he  learns  to  expect  the  substance 
in  that  room,  and  his  or  her  body 
learns  to  resist  (tolerate)  the 
drug’s  effects  when  in  that  envi- 
ronment. Tolerance  is  not  just  a 
physical  process;  it  also  has 
psychological  components. 

Here  are  some  facts  about 
tolerance: 

• Its  onset  varies  from  drug 
to  drug. 

• It  does  not  develop  equally  to 
all  effects  of  a drug  (e.g.,  the 
lethal  dose  may  remain 
constant,  while  the  dose  neces- 
sary to  get  high  may  increase). 

• The  greater  the  dose  taken,  the 
faster  tolerance  develops. 

• It  develops  faster  when  a drug 
is  taken  in  a regular  pattern 
rather  than  in  a binge  pattern. 

• It  develops  faster  if  the  user  has 
a previous  history  of  tolerance 
to  that  drug. 

• It  may  develop  faster  in  relation 
to  effects  like  the  loss  of  dexteri- 
ty and  alertness,  which  interfere 
with  on-the-job  performance. 
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Dependence 

When  people  continue  using  a 
drug  because  they  experience 
discomfort  or  distress  when  they 
stop  using  it  or  cut  back,  they 
can  be  said  to  be  “drug  depen- 
dent.” Drug  dependence  is  nor- 
mally described  in  terms  of  sepa- 
rate psychological  and  physical 
components,  but  this  distinction 
is  unclear  and  may  not  be  useful 
in  practice.  It  is  more  likely  that 
“drug-seeking  behavior”  is  insep- 
arably both  psychological  and 
physiological  in  origin. 

Psychological  dependence  is 
defined  as  the  emotional  or  men- 
tal drive  to  continue  taking  a 
drug,  because  the  user  feels  that 
its  effects  are  necessary  to  main- 
tain a sense  of  well-being.  The 
user  “depends”  on  the  drug  to 
function  or  feel  comfortable  in 
some  situations  (e.g.,  at  parties). 
In  extreme  cases,  the  user 
depends  on  the  drug  to  feel  okay 
under  any  circumstances. 

Physical  dependence  is  defined 
as  the  adjustment  of  bodily 
tissues  in  response  to  the  contin- 
ued presence  of  a drug;  disturb- 
ing withdrawal  symptoms  can 
develop  when  use  of  the  drug  is 
discontinued. 

The  fact  that  some  users  do 
not  develop  dependence  even 
with  heavy  use  suggests  the  exis- 
tence of  a predisposing  factor  in 
certain  people  or  in  their  social 
circumstances.  This  challenges 
our  assumption  that  the  power  to 
addict  lies  in  the  drugs  alone. 


Cross-dependence  is  the  ability 
of  one  drug  to  suppress  the  with- 
drawal symptoms  caused  by 
physical  dependence  on  another 
drug.  It  is  then  substituted  for 
the  other  in  maintaining  the 
physically  dependent  state 
(e.g.,  minor  tranquillizers  and 
alcohol).  Cross-dependence 
explains  the  use  of  methadone 
maintenance  programs  for  nar- 
cotic addicts,  where  methadone 
is  substituted  for  heroin. 

Addiction 

The  term  “addiction”  appears  in 
different  contexts  with  different 
implications.  It  often  carries 
unnecessary  moral  overtones. 
Most  experts  use  it  to  describe 
dependent  patterns  of  drug  use, 
including  both  physical  and  psy- 
chological dimensions.  Addiction 
is  best  described  as  a continuum 
of  escalating  use,  with  increasing 
involvement  and  dependence,  as 
well  as  increasing  harm,  to  the 
user. 

Withdrawal 

“Withdrawal”  is  a term  more  col- 
loquial than  scientific  in  use.  It 
refers  to  a set  of  physical  symp- 
toms and  reactions,  sometimes 
dramatic,  that  take  place  when  a 
dependent  drug  user  suddenly 
stops  using.  The  body’s  adaptive 
responses  (functional  tolerance) 
are  unmasked,  and  the  drug  user 
will  experience  the  full  extent  of 
opposite  responses  developed  by 
the  body.  This  is  why  stimulant 
drugs  tend  to  produce  “down” 
withdrawals,  while  depressant 
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drugs  produce  “hyper”  with- 
drawals. 

One  cannot  accurately  infer 
what  drug  has  been  used  from 
observing  withdrawal.  There  is 
considerable  overlap  in  the  with- 
drawal symptoms  associated  with 
drugs  in  the  same  group  and 
even  between  drugs  of  different 
categories.  The  possibility  of 
confusion  is  compounded  when 
the  user  has  taken  multiple 
drugs.  A recent  and  accurate 
drug  use  history,  including  doses 
and  times  of  administration,  is 
essential  for  effective,  appropriate 
treatment. 

The  duration  of  withdrawal 
varies  considerably  from  drug 
to  drug,  depending  on  dose,  type 
of  drug  taken,  duration  of  use, 
and  other  pharmacological  fac- 
tors. Serious  withdrawal  can  be  a 


medical  event,  and  may  need  to 
be  treated  where  there  are  life 
support  and  drug  testing  facili- 
ties. Although  most  drug  with- 
drawal is  not  life-threatening,  an 
individual  may  have  unknown 
physical  problems  that  are  affect- 
ed by  withdrawal.  Consequendy, 
referral  to  a detoxification  centre 
or  medical  supervision  should 
always  be  considered. 

Other  Factors  Influencing 
Drug  Effects 

The  individual’s  response  to  a 
drug  or  a combination  of  drugs  is 
also  affected  by  body  size,  age, 
gender,  nutrition,  health  status, 
mood  and  setting.  Psychological 
factors  also  play  a critical  role. 
Indeed,  anticipation  of  a drug’s 
effect  is  often  the  most  powerful 
predictor  of  an  effect. 
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Prescription  Drugs 

Psychoactive  drugs  are  often 
prescribed,  especially  to 
women,  to  cope  with  anxiety, 
fear,  and  other  emotional  or  psy- 
chological distress.  Because  psy- 
choactive medications  are  pre- 
scribed by  doctors  and  obtained 
from  drugstores,  they  are  often 
seen  as  more  benign  than  street 
drugs.  However,  many  of  these 
drugs  (e.g.,  sleeping  pills,  anti- 
anxiety medications,  painkillers, 
and  analgesics)  can  cause  physi- 
cal and  emotional  dependence 
fairly  rapidly,  even  when  taken  in 
therapeutic  dosages.  Anti-anxiety, 
anti-depressant  and  sleeping 
medications,  if  used  with  alcohol 
or  other  central  nervous  system 
depressants,  can  also  have  dan- 
gerous, unpredictable  effects  and 
can  even  lead  to  fatal  overdoses. 
Additionally,  prescribed  drugs 
may  also  produce  side  effects  that 
are  sometimes  very  different  from 
the  intended  outcome  of  their 
use.  These  side  effects  can  affect 
every  aspect  of  a client’s  mental 
and  physical  functioning  - mood, 
alertness,  dry  mouth,  judgment, 
attention,  energy  level,  sleep  pat- 
terns, interpersonal  relationships, 
co-ordination,  sexual  functioning 
and  more. 

The  more  information  a person 
has  about  the  medications  they 
take,  the  better.  Often,  clients  are 
unaware  that  they  can  become 
dependent  on  many  prescription 
drugs.  They  may  not  realize  they 


are  experiencing  withdrawal 
symptoms  when  they  reduce  or 
stop  using  the  medication.  They 
may  also  be  unaware  of  the  dan- 
gers of  combining  different  med- 
ications, taking  the  drug(s)  with 
alcohol,  or  deviating  from  the 
prescribed  dose  of  the  drug. 

It  should  be  noted  that  people 
who  suffer  from  a chronic 
psychiatric/emotional  disorder, 
such  as  schizophrenia,  bipolar 
affective  disorder  (sometimes 
called  manic-depressive  illness), 
etc.,  often  require  long-term  - 
even  indefinite  - use  of  medica- 
tion. People  with  these  disorders 
should  be  monitored  by  a med- 
ical professional  and  their  appro- 
priate use  of  prescribed  medica- 
tion(s)  should  be  ensured.  In 
addition,  other  forms  of  psycho- 
social counselling  should  be  pro- 
vided, based  on  the  needs  of  the 
individual. 

Most  people  who  are  pre- 
scribed psychoactive  medications 
go  to  their  doctor  seeking  help 
with  a crisis,  stress  or  psychologi- 
cal/emotional problems.  For 
these  individuals,  prescription 
drug  use  should  never  be  viewed 
as  a permanent  solution  to  their 
difficulties.  Rather,  use  of 
psychoactive  drugs  should  be 
used  to  provide  short-term  symp- 
tomatic relief,  in  conjunction 
with  other  forms  of  treatment,  to 
help  them  deal  with  the  underly- 
ing cause(s)  of  their  problems. 
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Unless  you  have  specialized 
medical  training,  extreme  caution 
should  be  exercised  when 
approaching  the  issue  of  licit 
use  of  prescribed  medications 
by  clients.  Educate  yourself 
about  the  particular  medica- 
tion(s)  the  client  is  using  and, 
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whenever  possible,  consult  with 
the  client’s  physician  and/or  sug- 
gest the  client  discuss  any  con- 
cerns with  a doctor.  It  may  also 
be  helpful  to  suggest  to  the  client 
that  their  medication  use  be 
reviewed  by  a second  medical 
authority. 
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The  Process  of  Developing  an 
Alcohol/Drug  Problem 


Predisposing  Factors 

Usually,  alcohol  and  drug 
problems  don’t  develop 
suddenly.  It  is  a process  that, 
for  most  people,  starts  in  their 
adolescent  and  young  adult 
years  with  a socially  accepted 
substance  - tobacco  or  alcohol, 
for  example.  A number  of 
studies  (Kandel,  1975;Jessor 
&Jessor,  1975)  have  found 
that  there  are  stages  involved 
in  the  process  of  becoming  a 
user  of  alcohol,  tobacco  or 
other  drugs.  The  person’s 
psychological  and  emotional 
development  in  childhood  and 
adolescence  help  determine 
whether  the  person  has  the 
resiliency  to  function  effectively 
or  to  be  prone  to  high-risk 
behavior,  such  as  alcohol  or 
drug  abuse. 

The  following  factors  may 
make  a person  vulnerable  to 
developing  alcohol  or  drug 
problems: 

• personal  physiology 
• genetic  predisposition 
• family  history 
• peer  influences 
• reliance  on  substance 
use  for  recreation 
• stress 

• pain  and  illness 
• lack  of  resources 
• change. 


The  Continuum  of  Drug  Use 
Involvement  with  a drug  can  be 
seen  as  a continuum  ranging 
from  “no  use”  to  “dependent 
use,”  with  non-use  of  drugs  and 
dependency  on  opposite  ends. 
Behavior  involving  a drug  indi- 
cates a person’s  place  on  the  con- 
tinuum (i.e.,  whether  a person  is 
using,  abusing  or  dependent  on 
alcohol  and/or  drugs).  While  the 
drug  use  continuum  is  depicted 
as  having  stages,  there  is  no  clear 
point  that  delineates  use,  abuse 
and  dependency. 

Acknowledging  substance  use 
behaviors  (starting  to  use,  con- 
tinuing to  use,  increasing  or 
decreasing  use,  or  stopping)  as 
processes  that  develop  and 
change  over  time  encourages  us 
to  understand  where  and  when 
the  behaviors  appear.  These 
processes  should  not  be  consid- 
ered necessary  or  inevitable. 

They  can  be  influenced  and 
changed,  either  positively  or  neg- 
atively, depending  on  the  play  of 
forces  and  circumstances. 

The  alcohol/drug  use  continu- 
um, described  below,  is  one  on 
which  all  people  can  be  located. 

A person  may  move  along  the 
continuum  in  one  direction,  but 
might  also  move  back  and  forth. 
It  is  important  to  note  that  an 
individual  does  not  necessarily 
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move  along  the  continuum.  For 
example,  young  adults  often  go 
through  a period  of  time  when 
they  use  alcohol  or  drugs  at 
excessive  levels.  Most  of  them 
grow  out  of  this  pattern  and 
return  to  moderate  use.  During 
the  period  of  excessive  use,  how- 
ever, they  are  at  a higher  risk  of 
developing  problems.  Another 
example  is  when  a person  uses 
alcohol  or  other  drugs  during  a 
time  of  emotional  struggle  or  cri- 
sis. They  may  return  to  moderate 
use  when  the  situation  is  re- 
solved, but  there  is  the  risk  of 
establishing  a destructive  pattern 
of  use  while  taking  the  drug. 

The  Stages 

The  alcohol/drug  use  continuum 
stages  are  as  follows: 


Non-use  ->  Experimental  Use  -*>  Social  Use  -*■  Harmful  Involvement  -*■  Dependence 


Non-use 

Some  people  do  not  use  drugs  or 
alcohol  for  various  reasons,  such 
as  health  concerns,  problems  in 
the  past,  lack  of  interest,  reli- 
gious or  moral  beliefs,  wanting  to 
be  a positive  example  to  others, 
fear,  etc. 

Experimental  Use 

This  occurs  when  drugs  are  used 
out  of  curiosity.  The  experience 
is  evaluated  and  the  user  may  or 
may  not  continue  to  use  (e.g.,  a 
child  who  tries  one  cigarette  and 
never  smokes  again). 


Social  (or  Occasional)  Use 
This  is  drug  use  that  occurs  with- 
out any  major  problems  (e.g.,  a 
drink  with  a friend  or  occasional 
use  of  medication). 

Harmful  Involvement 
At  this  stage,  the  user  may  begin 
to  experience  occasional  heavy 
intoxication  that  causes  harm  to 
self  and/or  others  (e.g.,  a person 
drinks,  becomes  aggressive,  and 
hits  someone  or  falls  down),  or 
puts  people  at  significant  risk 
(e.g.,  a person  drives  a car  while 
hung  over).  A daily  pattern  of  use 
may  start  to  emerge,  which  leads 
to  regular  episodes  of  heavy  drug 
use  or  drinking  to  intoxication. 
The  dose  or  amount  may  also 
gradually  increase,  and  consump- 
tion becomes  a routine  part  of  life 
(e.g.,  regular  drinking  or  “toking” 
marijuana  after  work).  The  harm- 
ful involvement  stage  may  also 
develop  into  a binge  pattern  of 
use  in  which  the  person  has  peri- 
ods of  minimal  use  intermixed 
with  periods  of  heavy  use  that 
can  last  for  hours,  days  or  weeks 
(e.g.,  using  drugs  or  drinking  to 
intoxication  on  weekends). 

Dependence 

This  stage  occurs  when  major 
problems  result  from  excessive 
use,  and  the  substance  use  is 
continued  despite  escalating  of 
problems.  In  the  later  stage  of 
dependency,  the  person’s  life 
becomes  structured  around  the 
acquisition  and  use  of  the 
substance  and  the  person  is  no 
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longer  in  control  of  his  or  her 
substance  use.  It  is  important  to 
note  that  some  individuals  who 
become  dependent  on  a sub- 
stance show  little  or  no  signs  of 
intoxication.  However,  sudden 
abstinence  from  the  substance 
could  result  in  serious  with- 
drawal symptoms. 

There  are  two  different  forms 
of  dependence:  psychological  and 
physiological.  At  this  stage,  the 
user  will  feel  a psychological 
need  for  the  drug.  The  drug 
becomes  central  to  that  person’s 
thoughts,  emotions  and  acti- 
vities. The  physiological  systems 

within  the  user’s  body  change  to 

Figure  1.2  , , f , 

accommodate  the  presence  ot  the 

Cycle  of  Dependence  chemical  found  in  the  drug. 


Without  the  drug,  the  user  may 
experience  a variety  of  physical 
symptoms,  ranging  from  mild 
discomfort  to  convulsions. 

At  this  point  in  the  continuum, 
it  is  very  difficult  to  stop  using 
drugs. 

The  following  section  de- 
scribes a way  of  understanding 
the  process  that  leads  a person 
up  the  alcohol/drug  use  continu- 
um to  ever-increasing  levels  of 
dependence. 

The  Cycle  of  Dependence 
As  already  stated,  alcohol  and 
drug  problems  often  develop 
over  a period  of  time  and  involve 
a progressive  increase  of  sub- 
stance use.  The  process  that  leads 
a person  to  acquire  a dependency 
on  a drug  is  depicted  in  Figure 
1.2.  This  process,  the  Cycle  of 
Dependence,  evolves  because: 

• Intoxicants  provide  quick, 
short-term  ways  to  manage 
experiences. 

• Using  alcohol  and/or  drugs  is 
an  easy  way  to  temporarily  deal 
with  the  situation,  but  the 
result  is  that  coping  skills  are 
not  developed. 

• More  time  is  spent  using  alco- 
hol and/or  drugs  to  help  man- 
age experiences  and  emotions. 

• Less  time  is  spent  developing 
and  practising  healthy  life  skills. 

• Drug  use  becomes  more  attrac- 
tive, so  a cycle  of  dependence 
develops. 

(Adapted  with  permission  from  the 
Alberta  Alchol  and  Drug  Abuse 
Commission.) 
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Emerging  Perspectives 

The  goal  in  Module  One  has 
been  to  present  the  most 
important  ways  of  understanding 
alcohol  and  drug  problems  that 
have  emerged  over  the  last  50 
years.  Prevailing  views,  as  we 
have  seen,  tend  to  centre  on  the 
ways  that  alcohol  and  drugs 
affect  the  bodies  and  the  minds 
of  those  who  use  these 
substances. 

As  the  social  determinants  of 
substance  use  and  abuse  become 
better  understood,  the  role  of  the 
family  and  other  social  systems 
will  be  highlighted.  Systems  the- 
ory and  feminist  analysis  of  sub- 
stance use  encourage  an  explo- 
ration of  the  interpersonal  and 
social  factors  that  affect  these 
problems.  In  addition,  harm 
reduction  approaches  are  devel- 
oping more  pragmatic  perspec- 
tives on  the  use  of  alcohol  and 
other  drugs,  moving  the  issue 


away  from  the  moral-legal  frame- 
work that  underpins  convention- 
al views.  Harm  reduction  policies 
and  programs  are  more  con- 
cerned with  reducing  the  prob- 
lems related  to  drug  use  than 
with  the  prohibition  of  behaviors. 

As  the  bio-behavioral  sciences 
give  us  more  information  about 
the  mechanisms  that  determine 
drug  effects  on  the  body  and  the 
mind,  the  ways  that  we 
understand  and  think  about  sub- 
stance use  at  interpersonal,  soci- 
etal and  policy  levels  are  likely  to 
be  shaped  even  more  by  the  new 
vistas  that  are  opened  by  these 
social  perspectives.  In  exploring 
the  link  between  substance  use 
and  violence  against  women  and 
children  in  relationships,  these 
approaches  offer  promising 
frameworks  to  help  people 
understand,  prevent  and  resolve 
alcohol  and  drug  problems. 
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Orientation  to  Alcohol 
and  Drug  Use 

Goal 


This  module  provides  an  introduction 
to  the  field  of  addictions,  as  well  as 
the  basic  processes  of  drug  use, 
so  that  you  can  effectively  and 
confidently  help  clients  who  are 
using  alcohol  or  drugs. 
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Module  1: 

Orientation  to  Alcohol 
and  Drug  Use 

Objectives 


Upon  completion  of  this  module, 

you  will  be  able  to: 

• describe  the  background  and 
underlying  conceptual  models  of 
the  addictions  field 

• explain  the  effects  and  interactions 
of  common  drugs 

• describe  the  process  for  developing 
an  alcohol  or  drug  problem 


Module  1 

Alcohol  and  Drug  Use 


Overhead  1-3 


CJi 


v 


Definition  of  a 
Psychoactive  Drug 


A drug  is  any  substance  that  has  the 
capacity  to  change  the  mood,  state  of 
mind  or  state  of  being  of  the  user. 
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Exploring  the  Myths: 
Alcohol  and  Drug  Use 


Myth:  Nothing  can  be  done  until  a 
person  “hits  bottom.” 

Myth:  Alcoholism  is  inherited. 

Myth:  Heroin  is  more  dangerous 
than  alcohol. 

Myth:  Attitudes  toward  women  who 
use  alcohol  are  the  same  as  attitudes 
toward  men  who  drink. 

Myth:  Moral  failure  or  character 
weakness  is  often  the  reason  for 
alcoholism  or  drug  addiction. 
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Exploring  the  Myths: 

Alcohol  and  Drug  Use 

Myth:  People  who  are  able  to  stop  using 
for  periods  of  time  don’t  have  a problem. 

Myth:  Alcoholics  and  drug  users  usually 
have  personal  troubles  long  before  they 
have  a problem  with  alcohol  and  drugs. 

Myth:  The  person  who  drinks  or  abuses 
drugs  is  the  only  one  with  the  problems 
and  the  only  one  who  needs  help. 

Myth:  People  with  alcohol  or  other  drug 
problems  always  need  professional 
addiction  treatment. 

Myth:  Experimental  use  of  alcohol  or 
other  drugs  by  youths  is  dangerous. 
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Exploring  the  Myths: 

Alcohol  and  Drug  Use 

Myth:  Most  people  who  use  alcohol  or 
drugs  have  no  desire  to  stop  using  and 
have  only  themselves  to  blame  for  their 
problems. 

Myth:  People  usually  have  very  little 
warning  that  they  are  becoming  addicted 
to  alcohol  or  drugs. 

Myth:  Hard  liquor  is  more  harmful  than 
beer  or  wine. 

Myth:  People  with  alcohol  or  other  drug 
problems  should  be  forced  into  treatment. 

Myth:  Abstinence  is  the  only  answer  to 
alcohol  problems. 
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Exploring  the  Myths: 

Alcohol  and  Drug  Use 

Myth:  Treatment  needs  of  male  and  female 
substance  abusers  are  identical. 

Myth:  Some  people  are  more  likely  to  abuse 
alcohol  and  drugs,  because  they  are  of  a 
specific  culture,  educational  level,  ethnic 
or  linguistic  background,  race,  sexual 
orientation  or  socio-economic  status. 

Myth:  All  individuals  have  equal  access 
to  treatment. 

Myth:  The  use  of  alcohol  and  other  drugs 
is  important  to  health  and  well-being. 

Myth:  People  who  relapse  have  failed 
because  they  are  not  sincerely  motivated. 
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Alcohol  and  Drug  Effects 


The  effects  of  alcohol  and  drugs 
depend  on  many  factors,  including: 

• dose 

• route  of  administration 

• types  of  drug  taken 

• drug  interactions 

• the  body’s  responses  to  drugs 
that  develop  over  time 

• other  factors  influencing 
drug  effects 
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Standard  Drink 


one  drink  = 


1V20Z. 

(40  mL) 
LIQUOR 


5 oz.  (140  mL) 
WINE 


12  oz.  (340  mL)  BEER 
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Drug  Class  Types 

• Cannabis 

• Hallucinogens 

• Narcotic  Analgesics 

• Sedative-Hypnotics 

• Tranquillizers 

• Stimulants 
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Tolerance 


• Over  time  and  with  regular  use, 
an  individual  will  need  more  of  a 
drug  to  achieve  the  same  effect. 

• Most  drugs  have  more  than 
one  effect. 

• Tolerance  for  different  effects 
occurs  at  different  rates. 
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Dependence 


People  are  considered  “dependent” 
when  they  continue  to  use  a drug 
because  they  experience  discomfort  or 
distress  when  they  stop  using  the  drug. 


Psychological  Dependence 

• emotional  or  mental  drive  to 
continue  taking  a drug  to  maintain 
a sense  of  well-being 
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Dependence 

Physical  Dependence 


• adjustment  of  bodily  tissues  in  response 
to  the  continued  presence  of  a drug 

• development  of  withdrawal  symptoms 
when  drug  use  stops 


Cross  Dependence 


• when  one  drug  suppresses  the 
symptoms  of  withdrawal  from  physical 
dependence  on  another  drug,  creating 
physical  dependence  for  the  new  drug 
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Addiction 


• describes  dependent  patterns  of 
drug  use  and  can  be  described  as  a 
continuum  of  escalating  use 
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Withdrawal 

\ 


• Physical  symptoms  and  reactions 
sometimes  take  place  when  a dependent 
drug  user  stops  using  a drug. 

• Physical  symptoms  are  sometimes  the 
opposite  of  the  effects  of  the  drug. 

• Duration  varies  depending  on  the  type 
of  drug,  the  dose,  duration  of  use,  and 
other  pharmacological  factors. 

• It  can  be  life-threatening  and  medical 
supervision  should  be  considered. 
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Predisposing  Factors 


• personal  physiology 

• genetic  predisposition 

• family  history 

• peer  influences 

• reliance  on  substance 
use  for  recreation 

• stress 

• dealing  with  pain  and 
illness 

• lack  of  resources 

• change 
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Continuum  of  Drug  Use 


Non-use  -s>  Experimental  -h>  Social  Harmful  ->  Dependence 

Use  Use  Involvement 
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Cycle  of  Dependence 
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Client  Case  1: 
Dorothy 


The  following  case  describes  a client  who  is  using  alcohol  and/or 
drugs.  Read  the  case  and  then  answer  the  questions  as  a group. 


Dorothy  is  a 45-year-old  woman  who  is  married  to  a 
travelling  salesman.  She  is  a homemaker  with  four 
children.  The  oldest  son  died  one  year  ago  at  age  19  in 
a car  accident  caused  by  teen  drinking. 

Dorothy  is  a heavy  daily  drinker.  She  drinks  one-half  to 
one  whole  bottle  of  vodka  per  night.  She  attempts  to 
hide  this  from  her  family  by  drinking  while  doing  her 
laundry  late  at  night.  She  is  a heavy  smoker  and  suffers 
from  emphysema.  She  passes  out  on  the  couch  each 
night  and  gets  up  at  noon  feeling  quite  hungover.  She 
is  obsessed  with  cleanliness  and  cleans  constantly.  She 
rarely  leaves  the  house.  She  has  no  friends,  hobbies,  or 
interests. 


Questions 

1.  Where  does  the  client  belong  on  the  continuum  of  drug  use? 


Non-use  ->  Experimental  Use  Social  Use  -»•  Harmful  Involvement  -*■  Dependence 


2.  How  might  the  continuum  be  useful  in  practice? 
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Client  Case  2: 
Naomi 


The  following  case  describes  a client  who  is  using  alcohol  and/or 
drugs.  Read  the  case  and  then  answer  the  questions  as  a group. 


Naomi  is  a 32-year-old  female  who  is  physically  dis- 
abled. She  completed  Grade  12  and  some  college  edu- 
cation. She  is  on  a disability  pension,  although  she 
would  much  rather  work. 

Naomi  is  a binge  drinker.  She  goes  to  a pub  every 
Thursday  night  and  drinks  until  she  passes  out  or  is 
arrested  for  disruptive  behavior.  She  often  repeats  this 
pattern  on  weekends.  Her  drinking  is  heaviest  right 
after  she  receives  her  disability  cheque. 

Naomi  is  rapidly  losing  her  support  system.  Her  behav- 
ior while  drinking  is  quite  destructive.  She  speaks  with 
profanity,  destroys  property,  has  temper  tantrums,  and 
bangs  her  head  against  the  wall.  She  has  unresolved 
issues  related  to  being  unmarried  and  not  having  chil- 
dren. She  is  often  deeply  depressed. 

Naomi’s  mother  and  father  have  both  had  alcohol  prob- 
lems. They  divorced  while  Naomi  was  a teenager. 

Naomi  has  tried  outpatient  treatment,  has  tried 
Antabuse  and  does  not  like  AA.  She  does  not  want  to 
stop  drinking  but  is  concerned  about  the  problems  she 
is  experiencing  in  her  life. 


Questions 

1.  Where  does  the  client  belong  on  the  continuum  of  drug  use? 


Non-use  ->  Experimental  Use  -»■  Social  Use  -*•  Harmful  Involvement  -*•  Dependence 


2.  How  might  the  continuum  be  useful  in  practice? 
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Client  Case  3: 
Mary 


The  following  case  describes  a client  who  is  using  alcohol  and/or 
drugs.  Read  the  case  and  then  answer  the  questions  as  a group. 


Mary  is  divorced  and  does  not  work  outside  the  home. 
There  have  been  calls  from  neighbors  to  report  that  she 
is  leaving  the  children  alone  at  night  and  that  she  is 
abusive  with  the  children. 


< 


Mary  goes  out  every  night  to  a bar  or  to  play  bingo.  On 
average,  Mary  consumes  four  to  five  drinks  a day,  three 
or  four  days  a week.  She  was  recently  arrested  for  pros- 
titution in  a city  an  hour  away  from  her  home.  She  has 
no  memory  of  the  incident.  She  is  unable  to  get  out  of 
bed  until  noon  and  suffers  from  severe  headaches  and 
blackouts. 

Mary  sees  a psychiatrist  regularly.  The  psychiatrist  pre- 
scribed anti-depressants  for  Mary.  Mary  takes  tranquil- 
lizers when  she  feels  it  is  necessary. 

There  is  a lot  of  drug  dealing  in  the  apartment  in 
which  Mary  lives.  You  have  noticed  needle  marks  in 
her  arm. 


Questions 


1 . Where  does  the  client  belong  on  the  continuum  of  drug  use? 


Non-use  ->  Experimental  Use  ->  Social  Use  ->  Harmful  Involvement  -*  Dependence 


2.  How  might  the  continuum  be  useful  in  practice? 
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Module  2 

Orientation  to  Violence  Against  Women 
and  Children  in  Relationships 


Introduction 


This  module  will  provide  the  information  for  a basic  understanding  of  the 
issues  surrounding  violence  against  women  and  children.  We  hope  it 
will  enable  those  in  all  fields  to  develop  a common  language  and  encourage 
further  networking,  proper  referrals,  and  appropriate  treatment  for  those 
who  need  it. 

A sensitive  use  of  language  and  definition  are  particularly  important  in 
this  module,  since  language  often  has  social  and  ethical  connotations  that 
are  extremely  relevant  to  this  field.  Though  legally  correct,  “spousal  abuse” 
does  not  reflect  the  reality  of  family  violence.  The  overwhelming  majority  of 
violence  between  spouses  is  committed  by  men  against  women.  Some  men 
are  assaulted  by  their  female  partners,  but  the  percentage  is  very  small. 
Recorded  statistics  show  that  90  per  cent  of  reported  spousal  violence  is 
male  against  female.  Female  violence  is  usually  in  self-defence  and  women 
do  not  usually  have  the  same  power  to  control  their  male  partners.  Nonethe- 
less, it  is  important  for  women  to  assume  responsibility  for  any  violence  they 
initiate  in  their  relationships. 

We  use  the  term  “violence  against  women  and  children  in  relation- 
ships,” because  it  more  accurately  describes  the  dynamics  of  violence  and 
is  inclusive  of  many  relationships: 

• marriage 

• common-law  relationships 
• lesbian  relationships 
• dating. 
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INTRODUCTION 
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More  specifically,  we  define  violence  against  women  and  children  in 
relationships  as: 

...the  abuse  of  power  within  the  context  of  a family,  a 
trust  or  dependency  relationship.  It  can  take  the  form  of 
physical,  sexual,  psychological,  emotional  or  financial 
abuse  or  neglect. 

We  sometimes  use  the  term  “violence  behavior”  rather  than  “violent 
behavior”  because  people  may  assume  “violent  behavior”  means  only  physi- 
cal violence.  The  term  “violence  behavior,”  as  we  use  it,  also  includes  subtle 
forms  of  violence,  such  as  emotional  and  psychological  violence. 

In  recent  years,  public  tolerance  of  all  forms  of  violence  has  begun  to 
change  in  our  society.  Many  communities  have  agreed  to  promote  zero- 
tolerance  for  violence.  Physical  violence  against  women  and  children  in 
relationships  is  now  a crime  in  Canada,  like  any  other  form  of  assault. 

Recognition  must  be  given  to  feminism  and  the  women’s  shelter  move- 
ment for  their  pioneering  efforts  to  create  public  awareness,  provide  safety 
through  shelters,  and  pressure  the  criminal  justice  system  to  recognize 
violence  against  women  and  children  in  relationships  as  a crime.  Women 
who  have  experienced  abuse  can  now  come  forward,  knowing  that  it  is  more 
likely  they  will  be  believed  and  helped. 

It  is  important  to  note  that  violence  against  women  and  children  in 
relationships  occurs  at  all  socio-economic  levels,  in  all  populations,  in  all 
ethnocultural  and  racial  communities.  Whether  family  violence  is  disguised 
by  an  affluent  household  or  mitigated  by  different  cultural  or  religious 
understandings,  violence  must  never  be  accepted  or  excused. 
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Beliefs  and  Other  Factors  that 
Perpetuate  Violence 


Violence  in  relationships  is 
not  a new  phenomenon. 
Abuse  of  women  and  children 
was  condoned  throughout  histo- 
ry in  all  parts  of  the  world.  The 
belief  in  the  rights  of  men  to  rule 
their  wives  dates  back  to  the 
beginnings  of  patriarchy,  when 
both  religious  institutions  and 
the  state  colluded  in  perpetuating 
these  beliefs  and  practices.  Here 
are  some  examples  of  our  patriar- 
chal belief  system  as  they  ap- 
peared throughout  the  centuries. 

• As  far  back  as  753  B.C.  in 
Rome,  the  first  law  of  marriage 
was  formulated  by  Romulus 
and  stated  that  “a  wife  was 
obligated  to  obey  her  husband 
and  he  was  given  the  legal  right 
and  the  moral  obligation  to 
control  and  punish  her  for  any 
misbehavior,  including  adul- 
tery, drinking  wine,  attending 
public  games  without  his  per- 
mission or  appearing  unveiled 
in  public.” 

• An  18th  century  British  law 
stated  that  a husband  could 
beat  his  wife  with  a rod  no 
thicker  than  his  thumb,  hence 
“rule  of  thumb.” 

• The  Napoleonic  Code  of  1804 
limited  the  abuse  of  women  to 
“no  sharp  edge  or  crushing 
instruments,  no  direct  blows 
to  the  head.” 

• A traditional  Southeast  Asian 


saying  is,  “Discipline  your  child 
when  young.  Discipline  your 
wife  when  you  first  marry  her.” 

• In  the  United  States,  it  wasn’t 
until  1871  that  wife  beating 
became  illegal  in  Alabama  and 
Massachusetts  with  the  state- 
ment that  “the  privilege, 
ancient  though  it  be,  to  beat 
her  with  a stick,  to  pull  her 
hair,  choke  her,  spit  in  her  face, 
or  kick  her  about  the  floor,  or 
to  inflict  upon  her  other  indig- 
nities, is  not  now  acknowl- 
edged by  our  law.” 

• As  recently  as  1968,  physical 
violence  was  insufficient 
grounds  for  divorce  in  Canada. 
And  prior  to  1960,  a woman 
had  to  prove  a greater  degree 
of  bodily  harm  caused  by  her 
spouse  than  was  required  in 
an  ordinary  assault  case. 

Many  countries  now  have  laws 

that  prohibit  violence  within  the 
family.  Yet  what  is  stated  in  laws 
is  not  always  followed  in  prac- 
tice. Beliefs,  attitudes  and  behav- 
iors, either  traditional  or  recently 
formed,  shape  the  real  world  of 
social  and  family  practice,  often 
increasing  the  likelihood  of  vio- 
lence against  women  and  child- 
ren. Violence  against  women  and 
children  is  perpetuated  when  we 
adhere  to  those  patriarchal  beliefs 
which  give  power  and  control  to 
men  and  inhibit  women  from 
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making  choices  important  to 
their  own  personal  safety.  The 
following  are  some  of  the  beliefs 
that  may  have  a negative  impact 
on  the  personal  power  of  women. 

Traditional  Male  Roles:  The  tradi- 
tional male  role  attributes  both 
the  power  and  the  burden 
of  material  responsibility  for  the 
family  on  the  male.  The  ideal 
image  of  a man  in  our  culture 
still  portrays  the  stereotype  of  a 
physically  dominant  “macho” 
male  who  makes  all  the  decisions 
and  gets  his  needs  met  through 
the  women  in  his  life.  In  the 
media,  this  image  is  reinforced, 
since  the  man  who  dominates 
through  force  is  often  depicted 
as  strong  and  desirable. 

Traditional  Female  Roles:  The 
belief  that  a woman’s  role  in  the 
family  is  to  nurture  and  tend  to 
everyone’s  needs  has  contributed 
to  family  violence.  Women  are 
expected  to  be  nurturing,  gentle, 
modest,  patient,  long-suffering 
and  obedient.  Women  are  often 
considered  selfish  if  they  put 
their  own  needs  first.  If  a woman 
leaves  an  abusive  relationship, 
she  has  failed  to  keep  her  family 
together.  If  she  stays,  she  is 
viewed  as  “accepting”  the  abuse. 

It  is  important  to  note  that 
some  women  have  chosen  this 
traditional  role  and,  although 
often  viewed  as  negative,  it  may 
be  quite  acceptable  to  them.  What 
is  unacceptable  is  the  violence. 

Privacy  of  the  Home:  There  is  a 
common  belief  that  violence  in 


the  home  is  a family  affair,  as 
reflected  in  comments  such  as: 

“This  is  my  home.  I can 
do  what  I want.” 

Another  common  belief  is  that 
family  loyalty  is  to  be  protected 
at  all  costs.  Assaulted  women  and 
abused  children  are  often  afraid 
to  seek  help  from  outside  the 
family.  They  may  be  afraid  to 
bring  disgrace  to  the  family  by 
seeking  help  from  outside 
sources. 

For  the  Sake  of  the  Children: 

Many  women  stay  in  abusive 
relationships,  because  they  be- 
lieve their  children  need  a father 
and  a stable  home  - at  any  cost. 
This  situation  is  reflected  in  com- 
ments such  as: 

“1  must  stay  in  the  mar- 
riage for  the  children’s 
sake.” 

“At  least  he  doesn’t  hit 
the  children.” 

In  reality,  children  are  not  safe 
in  an  abusive  home.  Children 
have  a high  risk  of  witnessing  the 
abuse  and  have  a greater  likeli- 
hood of  repeating  abusive  pat- 
terns, becoming  adult  victims,  or 
becoming  involved  in  criminal 
activity  (Jatte  et  al.,  1990). 

Blaming  the  Abused:  Blaming  the 
person  who  has  been  abused  is 
relatively  common,  as  reflected  in 
comments  such  as: 

“What  did  you  do  to 
make  him  hit  you?” 

“If  it’s  that  bad,  why 
haven’t  you  already  left 
him?” 
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“He  is  such  a quiet  guy. 

You  must  really  have 
hit  a nerve.” 

Blaming  the  woman  adds  to 
her  low  sense  of  esteem  and 
self-doubt.  She  may  feel  responsi- 
ble for  family  disruption  and 
believe  that  she  made  the  abuse 
happen. 


Abused  children  are  often 
blamed  and  told  that  “if  they 
hadn’t  behaved  that  way,  every- 
thing would  have  been  fine.” 
They  may  often  take  on  a great 
deal  of  responsibility  for  family 
situations  and  family  members, 
increasing  their  fears  of  further 
violence. 
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Figure  2.1 

Power  and  Control  Wheel 


A Conceptual  Model  of  Violence 


There  are  several  perspectives 
regarding  the  dynamics  of 
violence.  One  model  we  have 
chosen  deals  with  the  elements  of 
power  and  control  and  is  illus- 
trated by  the  Power  and  Control 
Wheel  (Figure  2.1).  This  model 
relates  to  those  who  abuse.  It  can 
be  compared  to  the  Wheel  of 
Equality  (Figure  2.2)  which 
depicts  a healthy  relationship. 


The  Power  and  Control 
Wheel  and  the  Wheel 
of  Equality 

Violence  against  women  and  chil- 
dren in  relationships  is  based  on 
the  need  for  power  and  control. 
The  Power  and  Control  Wheel 
shows  the  cyclical  nature  of  vio- 
lence. Violence  behavior  is  not  a 
one-time  experience.  Abusive 
behavior  is  often  repeated  time 


PHYSICAL  ABUSE 


xC 


Prolonged 
periods  of  silence, 
with  intent  to  punish 
partner,  not  touching  or 
showing  affection,  with 
intent  to  “punish”. 


Any 

threats  that 
you  will  do 
something  to  hurt  her 
financially  or  emotionally, 
blackmail,  or  humiliating  your 
partner. 


Controlling  and 
limiting  what  she  does,  who 
she  sees,  what  she  reads, 
where  she  goes. 


Any  attempt  to 
hurt  your  partner  or 
scare  your  partner 
physically. 


POWER 

AND 

CONTROL 


Treating  \ '?/, 
partner  like  a 
servant.  Deciding 
by  yourself  who  has 
final  say  in  decisions 
about  money,  free  time 
friends  and 
activities.  Being 
Master  of  the 

(“ast'e  / Attempts 

to  make  her 
dependent  on  you 
for  money  and  survival. 
Taking  her  money  or  making 
her  ask  for  anything  she  needs. 


Using 

looks, 

actions, 


Vi 


/W< 


expressions 
in  a loud  voice 
to  physically 
intimidate  your 
partner.  Smashing 
things,  destroying 
property  or  her  pets.  The 
implied  message  is  “Next 
time  it  could  be 
you ! ” 


Attempts 

to  put  her  down  or 
make  her  feel  bad  about  herself. 
Names  like  'stupid’,  ‘ugly’, 
‘fat’,  ‘worthless’,  ‘crazy’, 
‘slut’,  erode  her  self- 


Any 
attempt 
to  have 
your  partner 
have  sex  or  do 
sexual  things 
against  her  wishes 
Physically  attacking  the 
sexual  parts  of  her  body 
Treating  her  like  a sex 
object. 


esteem 


(MS* 


Source: 

Adapted  from 
Domestic  Abuse 
Intervention  Project, 
Duluth,  Minnesota. 
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Figure  2.2 

Wheel  of  Equality 


and  time  again.  Each  time  the 
behavior  succeeds  in  restoring 
control  and  relieving  the  stress  of 
the  person  who  is  abusing,  the 
cycle  is  reinforced,  making  it 
harder  to  break.  The  time 
between  assaults  usually  becomes 
shorter,  the  tension  increases, 
and  the  violence  escalates. 

The  Power  and  Control  Wheel 
(depicted  in  Figure  2!l)  defines 
in  detail  the  types  of  behavior 
that  constitute  violence.  This 


wheel  also  provides  a powerful 
tool  for  highlighting  how 
society’s  beliefs  are  used  to 
rationalize  various  tactics  of 
power  and  control. 

For  comparison,  it  is  helpful  to 
recognize  a positive  relationship 
dynamic.  The  Wheel  of  Equality 
(depicted  in  Figure  2.2)  is  impor- 
tant, as  it  provides  a framework 
for  what  comprises  a healthy 
relationship,  as  opposed  to  an 
abusive  relationship. 


Source: 

Adapted  from 
Domestic  Abuse 
Intervention  Project, 
Duluth,  Minnesota. 
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A CONCEPTUAL  MODEL  OF  VIOLENCE 


These  wheels  are  often  used  as 
a tool,  for  both  service  providers 
and  for  those  who  have  experi- 
enced abuse.  People  are  often 
surprised  by  the  types  of  behav- 
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iors  that  constitute  abuse  and 
may  begin  to  better  under- 
stand the  dynamics  of  an  abusive 
situation  after  studying  these 
wheels. 
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Vulnerability 


Vulnerability  refers  to  those 
who  are  at  higher  risk  for 
violence  due  to  their  position  in 
society.  The  basic  premise  of  vul- 
nerability is  that  the  more  disad- 
vantaged the  person,  the  more 
obstacles  to  changing  her  circum- 
stances. While  all  women  and 
children  are  in  a vulnerable  posi- 
tion, certain  groups  are  more  vul- 
nerable than  others.  These  in- 
clude Aboriginal  women,  immi- 
grants, people  with  disabilities, 
older  women,  and  those  growing 
up  with  violence. 

For  example,  in  the  develop- 
mentally  disabled  and  deaf  com- 
munities, the  incidence  of  abuse 
is  20  per  cent  higher  than  in  the 
general  population,  according  to 
the  National  Clearinghouse  on 
Family  Violence.  Forty  per  cent 
of  women  with  disabilities  re- 
ported having  been  raped,  abused 
or  assaulted  according  to  a 1990 
national  study  conducted  by  the 
Dis-Abled  Women’s  Network 
of  Canada  (DAWN).  In  a 1987 
study,  the  same  organization 
found  that  67  per  cent  of  women 
with  disabilities  had  been  phy- 
sically or  sexually  assaulted  as 
children,  compared  with  44  per 
cent  of  women  without  disabili- 
ties (DAWN,  1991). 

Women  from  different  circum- 
stances who  experience  violence 
may  share  the  same  feelings  of 
guilt,  shame  and  social  isolation. 
Organizations  representing 


Aboriginal  women,  women  with 
disabilities,  immigrant  women, 
lesbian  women,  low-income  wo- 
men, rural  women,  and  women 
of  color,  however,  have  found 
that  women  who  belong  to  these 
groups  may  experience  these 
feelings  to  a greater  extent  than 
do  other  women.  This,  they 
believe,  is  because  the  psycho- 
social needs  of  these  women  are 
not  easily  understood  by  the  larg- 
er society.  Women  who  belong  to 
these  groups,  therefore,  may  have 
lower  self-esteem  and  less  social 
support  than  women  who  belong 
to  other  social  groups. 

It  is  also  important  to  remem- 
ber that  violence  occurs  in  gay 
and  lesbian  relationships  as  a 
result  of  the  same  dynamics  of 
power  and  control  that  exist  in 
heterosexual  relationships.  How- 
ever, because  of  social  prejudice 
and  homophobia,  gays  and  les- 
bians receive  little  or  no  assis- 
tance to  stop  the  violence. 

Aboriginal  women,  women 
with  disabilities,  immigrant 
women,  older  women,  low- 
income  women,  rural  women 
and  women  of  color  may  be  more 
dependent  on  their  partners, 
families  and  communities  for 
their  limited  personal  resources. 
This  dependency  may  make  it 
extremely  difficult  for  women 
from  these  groups  to  stop  the 
abuse,  disclose  the  abuse,  or  seek 
help  for  the  abuse.  Rural  women 
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in  small,  isolated  communities, 
for  example,  may  be  forced  to 
continue  living  in  an  abusive 
relationship  because  they  may 
have  fewer  support  systems  or 
friends  who  can  validate  their 
experiences  with  abuse  and  they 
literally  have  “no  place  to  go.” 
Leaving  an  abusive  situation 
would  mean  not  only  physically 
and  emotionally  leaving  a 
relationship,  but  also  physically 
and  emotionally  leaving  a peer 
group  and  a community 

For  those  who  do  find  help  in 
their  community,  this  help  may 
be  inadequate  or  in  some  cases, 
even  damaging.  Immigrant  wo- 
men who  speak  little  English,  for 
example,  may  receive  assistance 
from  community  leaders,  elders, 
family  friends,  relatives  and  reli- 
gious leaders.  This  assistance, 
which  can  take  the  form  of  talk- 
ing to  the  abuser,  temporarily 
removing  the  abuser  from  the 
home,  or  giving  the  woman  a 
place  to  “stay  for  a while,”  does 
not  usually  stop  the  abuse.  Un- 
due pressure  is  often  exerted  on 
the  woman  to  “keep  the  peace” 
or  to  “keep  the  family  together”; 
there  is  often  talk  about  “what 
the  neighbors  would  think.” 

Some  women  may  not  want  to 
seek  help.  Peer,  family  and  com- 
munity expectations  and  tradi- 
tions may  be  such  that  women 
are  not  expected  to  have  wants  or 
needs  of  their  own.  Too  often,  the 
failure  of  a woman  to  assert  her 
wants  and  needs  over  those  of 
her  community,  family  or  peer 


group,  even  when  she  experien- 
ces violence  in  a relationship, 
may  be  met  with  admonish- 
ments, disapproval  or  ostraciza- 
tion.  Lesbian  women,  who  live 
in  communities  with  a high 
degree  of  homophobia,  for 
example,  may  refuse  to  admit 
that  they  experience  abuse 
because  they  fear  that  it  will 
reflect  badly  on  their  already 
persecuted  social  group. 

Other  barriers  that  Aboriginal 
women,  women  with  disabilities, 
immigrant  women,  older  women, 
low-income  women,  rural  women 
and  women  of  color  face  when 
seeking  help  for  abuse  include: 

• Their  own  lack  of  knowledge 
about  services  available,  as  well 
as  lack  of  knowledge  of  treat- 
ment, healing  and  counselling 
processes.  This  can  also  result 
in  the  premature  termination 
of  service. 

• Lack  of  services  that  can  ac- 
commodate the  varied  needs  of 
different  women  (i.e. , wheel- 
chair ramps,  sign  language, 
flexible  hours,  staff  from  di- 
verse age  groups  who  can  speak 
many  languages,  childcare, 
understanding  of  sexuality 
issues,  etc.) 

• Lack  of  services  that  employ  a 
variety  of  therapies,  including 
acupuncture,  healing  circles, 
movement  therapy,  etc. 

• Lack  of  additional  support  sys- 
tems (such  as  role  models, 
befriending  programs,  etc.) 

• Presence  of  bias,  discrimination 
and  stereotyping  in  services. 


VULNERABILITY 


Exploring 

Violence 

Against 

Women 

and 

Children 


The  following  sections 
explore  myths  about 
violence  against  women 
and  children  in  relation- 
ships, the  various  types  of 
violence  and  the  impact 
of  this  violence  on  women 
and  children. 


Violence  Against  Women  in  Relationships 


Violence  against  women  in 
relationships  is  much  more 
prevalent  than  many  people 
would  like  to  believe.  The  1993 
Statistics  Canada  Violence  Against 
Women  Survey  shows  that: 

• One-quarter  of  all  women  have 
experienced  violence  by  a cur- 
rent or  past  marital  partner 
(includes  common-law). 

• One  in  six  currently  married 
women  reported  violence  by 
her  partner. 

• One-half  of  women  with  previ- 
ous marriages  reported  violence 
by  a previous  partner. 

• More  than  one  in  ten  women  in 
a current  marriage  have  at 
some  point  felt  their  life  was 
in  danger. 

• Three-quarters  of  women  who 
experienced  violence  by  past 
partners  endured  repeated 
assaults;  41  per  cent  on  more 
than  10  occasions. 

• Thirty-nine  per  cent  of  abused 
women  in  current  marriages 
experienced  more  than  one  vio- 
lent episode;  10  per  cent  expe- 
rienced more  than  10. 

• A higher  proportion  of  wife 
assaults  (45  per  cent)  resulted 
in  injury  than  did  other  sexual 
or  physical  assaults. 

• Of  the  245  women  murdered  in 
Canada  in  1992,  47  per  cent 
(114  women)  were  slain  by  a 
spouse  or  boyfriend. 

These  realities  are  difficult  to 
acknowledge,  let  alone  under- 


stand and  address  on  a daily 
basis.  Yet  it  is  evident  from  its 
prevalence  that  the  issue  of 
violence  against  women  and 
children  must  eventually  be 
addressed  by  every  worker  in  the 
health  and  social  service  fields. 
Therefore,  a basic  understanding 
of  the  field  of  family  violence  is 
imperative. 

Exploring  the  Myths 

Violence  against  women  in  rela- 
tionships is  common  in  Canada. 
Yet  there  are  many  miscon- 
ceptions that  interfere  with  our 
ability  to  understand  and  to 
empathize  with  those  who  have 
been  abused  and  to  intervene 
effectively.  The  following  are 
some  of  these  misconceptions 
and  myths,  followed  by 
statements  that  dispel  them. 

Myth:  Women  provoke  violence. 

Fact:  This  is  a highly  destructive 
myth  that  displaces  responsibility 
for  abusive  behavior  from  where 
it  really  belongs.  The  bottom  line 
is,  there  is  never  justification  for 
abuse.  Even  in  those  instances 
when  a man  becomes  upset  with 
his  partner’s  behavior,  it  is  the 
person  who  abuses  who  chooses 
how  he  will  respond  to  the  situa- 
tion. The  decision  to  behave  abu- 
sively is  never  inevitable,  under- 
standable or  appropriate. 

Myth:  Mental  illness  is  the 
cause  of  violence  against  women 
in  relationships. 
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VIOLENCE  AGAINST  WOMEN  IN  RELATIONSHIPS 


Fact:  The  incidence  of  violence 
against  women  in  relationships  is 
too  high  to  be  explained  by  men- 
tal illness.  These  same  husbands 
do  not  attack  their  bosses  or  their 
friends.  They  are  selective  in 
their  targets.  Wife  assault  is  not  a 
sickness;  it  is  a crime. 

Myth:  Alcohol/drugs  cause  the 
man  to  beat  his  partner. 

Fact:  Research  indicates  that  only 
a percentage  of  assaulters  drink  or 
take  drugs  in  order  to  act  out 
their  desire  for  power  and  control. 
Alcohol  and  drugs  make  it  easier 
to  abdicate  responsibility  for  their 
behavior,  but  they  are  not  the 
motivation  for  the  violence. 

Myth:  Men  beat  their  partners 
because  they  are  under  stress. 

Fact:  This  myth  suggests  that 
violence  is  a response  to  stress 
caused  by  role  expectations,  lack 
of  resources,  etc.  It  does  not  ex- 
plain why  the  chosen  target  of  the 
violence  is  most  often  the  partner. 
It  also  does  not  explain  why 
women  under  stress  rarely  attack 
men.  Nor  does  it  explain  why 
there  are  many  men  under  stress 
who  do  not  beat  their  partners. 

Myth:  A man’s  lack  of  money  or 
loss  of  status  causes  him  to  beat 
his  partner. 

Fact:  This  myth  suggests  that 
men  use  violence  to  assert  domi- 
nance, when  they  do  not  have 
the  other  trappings  of  domi- 
nance, such  as  money  or  status. 
However,  many  “successful” 


men,  high  on  the  socio- 
economic ladder,  also  beat  their 
wives.  Wife  battering  crosses 
class  and  economic  lines. 

Myth:  Violence  breeds  violence. 

Fact:  Though  they  may  be  more 
at  risk,  people  who  grew  up  in 
families  where  violence  occurred 
are  not  always  abusive  them- 
selves. Resiliency  and  ongoing 
support  from  a caring  adult  can 
keep  a child  “safe”  from  an  on- 
going abusive  cycle.  Counselling 
and  appropriate  intervention  are 
often  necessary,  so  that  children 
can  deal  with  their  anger  and 
pain.  In  any  case,  violence  ex- 
perienced as  a child  is  never 
an  excuse  or  justification  for 
further  abuse. 

Myth:  Women  only  experience 
violence  in  relationships  with 
men. 

Fact:  While  the  majority  of 
women  who  experience  violence 
in  relationships  experience  vio- 
lence from  men,  many  lesbian 
and  bisexual  women  have  re- 
ported experiencing  violence 
from  other  women. 

Myth:  Women  only  experience 
violence  in  relationships  from 
their  partners  or  former 
partners. 

Fact:  Women  living  in  extended 
family  relationships  can  experi- 
ence violence  from  siblings, 
cousins,  in-laws  and  children, 
most  of  whom  are  usually  male, 
as  well  as  from  their  partners. 


Module  2 

Violence  in  Relationships  violence  against  women  in  relationships 


Myth:  Aboriginal  women,  immi- 
grant women,  and  women  of 
color  remain  in  abusive  relation- 
ships, because  it  is  a part  of 
their  culture. 

Fact:  Aboriginal  women,  immi- 
grant women,  and  women  of  col- 
or may  remain  in  abusive  rela- 
tionships for  many  of  the  same 
reasons  that  other  women  do. 
They  may  stay  because  they  are 
socially  isolated,  have  few 
options,  and  little  support.  Some 
may  stay  out  of  a sense  of  duty  or 
family  pride.  Others  may  stay 
because  they  fear  that  once  they 
leave  the  abuser,  they  may  be 
forced  to  leave  the  family  or  the 
community  in  which  they  live. 

Culture,  in  general,  may  be 
used  to  rationalize  violence  in 
relationships.  Immigrant  women 
may  fear  deportation,  and  believe 
that  their  right  to  remain  in 
Canada  depends  on  the  abusive 
partner.  Many  immigrant  women 
do  not  speak  English  or  French 
and  may  be  unfamiliar  with  the 
services  that  are  available  to 
them.  Many  women  of  color, 
even  when  familiar  with  the  ser- 
vices available,  do  not  seek  them 
for  fear  of  encountering  racism. 

Myth:  Abused  Aboriginal 
women,  immigrant  women,  and 
women  of  color  are  uneducated 
and  have  fewer  job  skills. 

Fact:  Education  levels  of  Aborigi- 
nal women,  immigrant  women, 
and  women  of  colour  range  from 
little  or  no  education  to  those 


who  have  professional  and  doc- 
toral degrees.  Many  Aboriginal 
women  and  women  of  colour  are 
unemployed  or  underemployed 
because  of  discriminatory  hiring 
practices.  Many  immigrant  wo- 
men are  underemployed  because 
their  degrees  and  previous  work 
experience  are  not  recognized 
in  Canada. 

Myth:  Women  with  disabilities 
remain  in  abusive  relationships 
because  they  need  their  abusers 
to  “take  care”  of  them. 

Fact:  Women  with  disabilities 
remain  in  abusive  relationships 
for  many  of  the  same  reasons  that 
other  women  do.  Women  with 
disabilities  who  want  to  leave 
abusive  relationships  may,  how- 
ever, have  difficulty  doing  so 
because  most  of  our  society  does 
not  recognize  or  make  provision 
for  the  needs  that  they  may  have. 

Types  of  Violence 
Against  Women 

Any  behavior  or  combination  of 
behaviors  - physical,  sexual, 
emotional,  psychological,  eco- 
nomic - used  to  control  another 
person  through  intimidation, 
humiliation,  coercion,  or  threats 
against  self  or  others  constitutes 
abuse  or  violence  behavior. 

While  sexual  and  physical  abuse 
may  be  reported  to  law  enforce- 
ment and  legal  authorities,  these 
other  forms  of  abuse  only  come 
to  the  attention  of  counsellors 
and  other  social  service  pro- 
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viders.  (Refer  to  the  Power  and 
Control  Wheel  on  page  6.) 

When  defining  types  of 
violence,  keep  in  mind  that  vio- 
lence behaviors  do  not  occur  in 
isolation  from  one  another. 
Although  we  divide  violence 
behaviors  into  various  categories, 
a woman  experiencing  physical 
violence  is  also  feeling  the  emo- 
tional and  psychological  impact. 

Physical  Abuse:  may  include 
pushing,  shoving,  slapping, 
punching,  kicking,  breaking 
bones,  locking  out  of  the  house, 
abandoning  one’s  partner  in  an 
unsafe  place,  throwing  things,  or 
use  of  weapons  such  as  guns, 
knives  or  axes;  may  result  in  the 
ultimate  act  of  violence  - murder. 

Sexual  Abuse:  often  starts  with 
demeaning  behavior  such 
as  jokes,  name  calling,  and 
unwanted  touching;  may  include 
forced  sexual  activities,  as  well  as 
excessive  jealousy  and  sexual 
accusations,  demanding  that  the 
partner  wear  more/less  provoca- 
tive clothing,  forced  sex  with 
friends,  animals,  objects,  insist- 
ing that  the  partner  act  out 
pornographic  fantasies,  denial  of 
partners  sexuality. 

Emotional  Abuse:  may  involve 
putdowns,  constant  criticism, 
breaking  down  partner’s  belief 
system  (cultural  or  religious), 
threats  to  hurt  or  kill  partner’s 
children  or  pets,  making  the  part- 
ner watch  children  being  abused 
and  not  allowing  partner  to  inter- 
vene, jealousy,  denying  the  part- 
ner the  opportunity  to  keep 


friends,  social  contacts  or  outside 
interests,  controlling  partner’s 
conversations,  making  partner 
account  for  every  minute  and 
every  action. 

Psychological  Abuse:  threats 
often  accompanied  by  at  least 
one  incident  of  physical  abuse, 
thus  demonstrating  an  ability  to 
carry  out  threats;  psychological 
abuse  is  used  to  wear  the  partner 
down  by  making  her  constantly 
fear  for  her  safety;  its  insidious 
nature  debilitates  her  capacity  to 
think  clearly  and  to  act  in  her 
own  best  interest.  Psychological 
abuse  is  based  on  manipulation 
and  includes: 

• making  suicidal  threats, 
violence  threats  against  the  vic- 
tim and  her  loved  ones,  threats 
of  deportation  if  she  is  under 
his  sponsorship,  threats  to  use 
information  about  her  past  life 

• forcing  her  to  do  degrading 
things,  such  as  licking  the  dish- 
es clean,  cutting  up  favorite 
clothes,  etc. 

• doing  things  that  will  terrorize 
her,  such  as  driving  through 
red  lights,  speeding  on  slippery 
streets,  tying  a noose  around 
her  neck,  playing  with  a gun  or 
knife  in  her  presence. 

Economic  Abuse:  may  include 

allowing  partner  no  money  of 
her  own  or  no  opportunity  to 
improve  her  earning  capacity, 
forcing  partner  to  hand  over 
every  penny,  whether  or  not 
she  works/eams  money,  forc- 
ing partner  to  account  for 
every  cent. 
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Destruction  of  Property  and  Pets: 

may  involve  tearing  up  family 
photos,  breaking  possessions  that 
have  special  meaning,  or  even 
killing  the  family  pet.  Although 
these  actions  may  be  viewed  as 
“less  threatening”  because  they 
are  indirect,  the  message  is  still 
clear  that  someone  else  is  in  con- 
trol and  it  may  be  the  partner 
who  is  abused  the  netft  time.  This 
is  a form  of  emotional  and  psy- 
chological abuse. 

(Reproduced  from  Wife  Assault: 
Violence  Against  Women  In  Rela- 
tionships, B.C.  Ministries  of  Wo- 
men’s Equality  and  Attorney  Gener- 
al Justice  Institute  of  B.C.,  1993.) 

Impact  of  Violence  on 
Women:  The  Stages 
There  are  several  models  describ- 
ing the  impact  of  violence  on 
women.  The  following  model 
explains  the  process  in  terms  of 
stages  or  phases.  It  is  important 
to  remember  that  each  woman 
may  not  experience  each  stage, 
nor  will  she  necessarily  go 
through  every  stage  as  described. 
The  model  is  merely  a framework 
to  help  the  social  service  provider 
understand  the  possible  impact  of 
violence  on  women. 

Stage  One  - 

Denial/Minimizing/Rationalization: 

An  abused  woman’s  most 
common  response  to  early  batter- 
ing incidents  is  to  deny  there  is  a 
problem.  Denial  is  a common 
human  response  to  any  traumatic 
experience. 


If  she  grew  up  with  violence,  a 
woman  may  downplay  the  inci- 
dent or  may  believe  that  violence 
is  normal  (“He  only  shoved 
me.”).  If  she  did  not  grow  up 
with  violence,  her  image  of  “a 
battered  woman”  may  be  some- 
one who  is  poorly  educated  or 
low-income,  and  she  does  not 
want  to  be  perceived  in  that  way. 
She  probably  does  not  discuss  the 
incident  with  her  partner  for  fear 
that  talking  about  it  might  trigger 
more  incidents.  She  may  tell  her- 
self that  it  is  her  “duty”  not  to 
complain,  and  that  accepting  the 
suffering  is  a sign  of  maturity. 

Stage  Two  - Blame: 

Guilt  and  turmoil  characterize 
the  woman’s  feelings  as  she 
begins  to  recognize  that  she  is 
battered.  Three  factors  contribute 
to  her  blaming  herself. 

Low  self-esteem:  Even  if  she 
started  with  a high  level  of  self- 
confidence,  the  experience  of 
being  abused  makes  her  doubt 
her  worth.  She  begins  to  believe 
that  she  deserves  the  abuse. 

Blame  by  others:  Her  husband 
may  blame  her  and  she  will 
accept  responsibility  for  his 
actions  (“If  you  kept  the  kids  out 
of  the  toolbox;  I wouldn’t  have  to 
get  mad.”).  The  family  may 
blame  her,  and  in  some  instances 
may  even  encourage  the  abuse. 
Widespread  public  opinion  that 
“she  must  have  asked  for  it,”  and 
that  women  are  responsible  for 
what  happens  in  a family  re- 
inforces that  she  is  to  blame. 
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Controlling  the  situation:  As 
things  get  worse  and  she  feels 
more  powerless,  she  may  have  a 
false  sense  of  controlling  the  situ- 
ation, if  she  believes  she  has 
caused  it.  The  logic  goes:  “I  must 
provoke  him  to  hit  me.  There- 
fore, if  it’s  me  that  makes  him  do 
it,  1 could  stop  provoking  him 
and  then  he  would  stop  hitting 
me.  I’ll  try  harder.” 

Stage  Three  - Seeking  Help: 

Seeking  help  may  lead  to  nega- 
tive experiences  for  an  abused 
woman.  Friends  and  family  may 
not  believe  her  or  may  tell  her 
that  she  is  to  blame.  There  may 
be  very  strong  social  sanctions 
against  taking  the  problem  to 
outsiders.  She  may  be  blamed  for 
disgracing  the  family. 

She  may  find  that  police,  law- 
yers and  the  legal  system  are  guid- 
ed by  rules  that  protect  the  civil 
rights  of  the  assaulter  rather  than 
the  assaulted.  She  may  find  that 
doctors,  counsellors  and  other 
workers  do  not  have  an  in-depth 
understanding  of  her  situation. 

Stage  Four  - Ambivalence: 

Those  who  work  with  abused 
women  state  that  80  to  90  per 
cent  of  women  leave  and  return 
to  the  relationship  more  than 
once.  As  the  abused  woman  goes 
through  this  ambivalent  stage, 
potential  helpers  can  become 
very  frustrated.  They  may  give  up 
on  her  or  want  to  rescue  her  out 
of  fear. 

During  this  stage,  the  woman 
is  trying  to  decide  whether  to 


leave  or  stay.  She  may  want  to  go 
into  counselling  with  her  partner 
to  solve  their  problems,  then 
decide  it  isn’t  worth  her  effort. 
Going  back  and  forth  in  the  rela- 
tionship is  part  of  her  process  of 
decision-making. 

Although  most  assaulted  wo- 
men go  through  a stage  of  ambi- 
valence, each  does  so  in  her  own 
way.  The  woman  may  leave  and 
return  a few  or  many  times  and 
she  may  come  to  a resolution 
gradually  or  suddenly.  The  ambi- 
valent stage  may  last  for  years. 

Stage  Five  - 

Living  without  Violence: 

Some  say  it  takes  five  years  to 
recover  from  a violent  relation- 
ship. Some  say  it  takes  forever. 
Even  when  she  no  longer  lives 
with  the  violence,  fear,  low  self- 
esteem, and  flashbacks  of  the  vio- 
lence may  plague  the  abused 
woman  for  a very  long  time. 
Leaving  the  violent  relationship 
may  be  the  most  dangerous  time 
for  a woman  rather  than  guaran- 
teeing that  violence  will  end. 

(Adapted  from  Breaking  the 
Pattern,  Alberta  Social  Services 
and  Community  Health,  1989.) 

The  Cycle  of  Violence 
The  Cycle  of  Violence  illustrated 
in  Figure  2.3  is  a visual  depiction 
of  the  cycle  that  is  often  used  to 
describe  reoccurring  patterns  in  a 
violent  relationship.  Over  the 
years  there  have  been  several 
variations  on  the  conceptualiza- 
tion of  this  cycle.  Descriptions 
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Figure  2.3 

The  Cycle  of  Violence 

( Source  unknown) 


and  language  have  changed  and 
will  continue  to  change  in  order 
to  reflect  and  respond  to  new 
awareness  in  the  field. 

There  are  two  important  factors 
to  remember  when  defining  the 
Cycle  of  Violence.  One  is  that  vio- 
lence does  not  necessarily  occur 
in  the  order  as  depicted  by  the 
cycle,  nor  is  it  the  same  in  each 
circumstance.  Families  and  indi- 


viduals respond  differently  and 
have  their  own  ways  of  perpetuat- 
ing the  pattern  of  violence.  Sec- 
ondly, during  the  “remorse 
phase,”  what  may  be  perceived  as 
a “decrease”  in  tension  may  be  ap- 
plicable only  to  the  person  who  is 
abusing.  The  person  experiencing 
the  abuse  may  never  feel  “re- 
laxed” or  in  the  “honeymoon 
phase”  (as  it  has  been  referred  to). 


The  Violent 
Episode 


The  Precipitating 
Event 


The  Immediate 
Aftermath 


Person  abusing  enjoys 
feelings  of  control  and 
power  by  stepping  up 
intensity  and  frequency 
of  abuse. 


Remorse 
(perceived 
decrease  in 
tension) 


The  tension- 
building phase 


Person  abusing  is 
“sorry”  and  tries  to 
“make  up”  to  person  being 
abused,  begging  for 
forgiveness;  he  promises  not 
to  hurt  her  again 
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Why  Women  Stay 

Women  stay  in  violent  rela- 
tionships for  many  reasons, 

including: 

• fear  of  losing  children 

• fear  of  physical  abuse 

• love  for  partner,  wanting 
to  be  together 

• belief  that  things  will 
get  better 

• fear  of  negative  impact 
on  children 

• fear  of  perceived  failure:  by 
family,  friends,  community 

• religious  beliefs 

• feelings  of  helplessness, 
“nothing  will  help” 

• feelings  of  guilt  about  some  of 
the  things  she  did  wrong 

• self-blame  for  the  violence 

• lack  of  financial  resources 

• negative  responses  from 
community,  police,  courts, 
social  workers,  etc. 

• inability  to  use  current 
resources  because  of  how 
they  are  provided  (language, 
disability,  homophobia) 

• belief  that  partner  is  making 
some  of  the  improvements 
requested 

• fear  of  partner  doing  something 
to  retaliate  (report  her  to  wel- 
fare, courts,  etc.) 

• more  time  needed  to  plan  and 
prepare  to  leave 

• feelings  of  insecurity  about  her 
competence  as  a person 

• fear  of  the  unknown/fear  of 
change;  knowing  what  to 
expect,  if  she  stays  (better 
sense  of  control) 


• fear  of  being  without  a 

mate/partner 

• exhaustion,  too  tired  to  do 

anything. 

One  of  the  most  enduring 
explanations  for  women  remain- 
ing in  violent  relationships  is  the 
characterization  of  battered 
women  as  helpless,  passive  and 
hopeless.  The  concept  of  learned 
helplessness  within  the  context  of 
family  violence  was  developed  by 
Walker  (1979)  to  explain  why 
women  are  unable  to  leave  vio- 
lence relationships. 

In  a follow-up  study,  Walker 
acknowledged  that,  while  many 
women  who  live  with  violent 
partners  experience  learned 
helplessness,  other  factors  con- 
tribute to  these  women’s  deci- 
sions to  remain  in  their  relation- 
ships. The  most  significant  is 
that,  if  they  leave  the  relation- 
ship, they  are  often  at  an  even 
greater  risk  of  harm. 

Although  the  theory  of  learned 
helplessness  has  remained  a fix- 
ture in  the  family  violence  litera- 
ture, this  concept  of  battered 
women  has  fostered  many  critics 
(Bowker,  1983,  Okun,  1986; 
Gondolf  and  Fisher,  1988; 
Dobash  & Dobash,  1992).  A 
series  of  qualitative  studies  has 
indicated  that,  while  most  wo- 
men initially  blamed  themselves 
for  the  violence,  once  they  were 
able  to  attribute  the  cause  of  the 
violence  to  their  partners,  they 
began  to  take  an  active  role  in 
first  changing  their  own  behavior 
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and  then  trying  to  change  the 
behavior  of  their  partner.  When 
their  efforts  were  unsuccessful, 
these  women  sought  other 
sources  of  help. 

Further  studies  show  that 
seeking  help  from  informal 
support  systems  is  the  first 
choice  of  many  women  who 
have  experienced  violence.  One 
study  (Pahl,  1985)  determined 
that  three-quarters  of  the  women 
interviewed  turned  to  profes- 
sional sources  of  help  only 
after  they  did  not  receive  the 
assistance  they  required  from 
friends  and  family. 

Many  women  who  have  been 
battered  experience  feelings  of 
self-doubt,  low  self-esteem,  guilt, 
blame,  isolation,  anxiety  and 
depression.  These  behaviors  have 
previously  been  categorized  as 
symptoms  of  learned  helpless- 
ness, but  they  need  to  be  viewed 
as  transitional  reactions  that 
could  be  expected  prior  to 
women  actively  seeking  help. 

Here  are  three  reactions 
that  women  who  have  experi- 
enced violence  in  relationships 
must  overcome  before  they  can 
seek  help: 

Traumatic  shock:  A normal  reac- 
tion to  a series  of  overwhelming 
events.  Women  experiencing 
traumatic  shock  require  support 
and  space  to  recover  at  their  own 
pace.  They  do  not  necessarily 
require  psychotherapy. 

Feelings  of  failure  to  save  the 
relationship:  Women  who  are 


abused  often  see  involving  out- 
side support  sources  as  an 
admission  that  they  were  unable 
to  end  the  violence  and  save  their 
relationship  single-handedly. 

Separation  anxiety:  An  under- 
standable reaction  when  women 
face  the  possibilities  of  reprisals 
and  significant  loss  of  economic 
and  social  resources,  and  have 
the  misconception  that  their  chil- 
dren will  be  taken  away  by  child 
welfare  authorities. 

Women’s  perceptions  of  the 
violence  and  their  abilities  to  end 
it  are  not  static,  but  change  and 
evolve  as  the  violence  progresses. 
This  is  part  of  the  new  Survival 
Model,  which  challenges  the 
belief  that  battered  women 
remain  passive  and  helpless. 

More  importantly,  it  suggests  that 
women  can  play  an  active  role  in 
seeking  an  end  to  the  violence 
and  that,  if  the  appropriate 
resources  are  available,  women 
can  become  mobilized  to  change 
their  lives. 

The  Survivor  Model  points  out 
the  danger  of  pathologizing  the 
plight  of  abused  women  (i.e., 
labelling  these  women  as  men- 
tally ill).  The  reasons  women  stay 
in  violent  relationships  appear  to 
have  very  little  to  do  with  indi- 
vidual psychological  traits.  Their 
reasons  for  staying  are  much 
more  determined  by  their  lack  of 
social  and  economic  opportuni- 
ties and  the  lack  of  support  and 
assistance  from  legal,  social  and 
medical  agencies.  What  they 
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need  to  sustain  their  efforts  are 
appropriate  resources  and  social 
support,  so  that  they  can  become 
more  self-sufficient,  economically 
and  socially.  Once  women  know 
that  they  have  other  options, 


they  have  the  choice  of  either 
leaving  their  partners  or  in- 
volving professional  workers 
in  their  efforts  to  negotiate 
an  end  to  the  violence  in 
their  lives. 
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Violence  Against  Children  Within  the  Family 


Violence  against  children  is 
the  mistreatment  or  neglect  of 
a child  by  a parent,  guardian  or 
care  giver  that  can  result  in  injury 
or  harm  to  that  child.  Violence 
against  children  within  the  family 
is  an  especially  important  area  to 
explore,  because  the  impact  of 
violence  produces  not  only  initial 
effects  observable  in  childhood, 
but  residual  or  long-term  effects 
in  adulthood.  Children  often  do 
not  have  the  ability  or  opportuni- 
ty to  speak  out  and  find  the  help 
they  need.  They  are  also  afraid  of 
the  consequences  for  the  family 
seeking  help.  They  feel  respon- 
sible and  fear  the  unknown. 

Thus  they  are  a population 
that’s  particularly  vulnerable 
to  violence. 

Along  with  women,  children 
were  traditionally  considered  the 
property  of  the  man  of  the  house- 
hold and  their  role  was  to  please 
their  parents.  In  many  families, 
this  is  still  the  case  and,  as  a 
result,  children  often  assume  too 
much  responsibility  for  what 
occurs  in  the  family,  without  hav- 
ing any  of  the  power.  Too  often, 
they  are  blamed,  or  blame  them- 
selves, for  situations  over  which 
they  have  no  control. 

Because  there  is  no  national 
vehicle  for  collecting  child  abuse 
statistics,  the  prevalence  of  the 
problem  in  Canada  is  difficult  to 
determine.  Here  are  some 
estimates: 


• About  225,000  Canadian  chil- 
dren have  been  abused  (Extrap- 
olation from  U.S.,  National 
Incidence  Studies,  1988.) 

• One  out  of  four  girls  and  one 
out  of  seven  boys  will  be  the 
victims  of  unwanted  sexual  acts 
before  they  reach  the  age  of  18 
(Badgely,  1984). 

• Twenty-five  per  cent  of  women 
and  10  per  cent  of  men  are  sex- 
ually abused  before  age  16 
(Finkle,  1987). 

The  scope  of  violence  against 
children  within  the  family  is  also 
difficult  to  determine,  because 
only  reported  cases  are 
documented.  The  nature  of  the 
problem,  its  secrecy,  shame,  and 
the  legal  sanctions  it  can  entail, 
along  with  the  youthfulness  and 
dependency  of  those  experienc- 
ing the  abuse,  means  that  many 
cases  do  not  come  to  the  atten- 
tion of  authorities. 

Exploring  the  Myths 

The  following  are  some  miscon- 
ceptions about  violence  against 
children  within  the  family. 

Myth:  Child  abuse  occurs 
primarily  in  low-income  homes. 

Fact:  Child  abuse  exists  in  all 
cultural,  ethnic,  religious,  social 
and  economic  groups.  Perpetuat- 
ing this  myth  is  the  reality  that  it 
tends  to  be  families  of  lower 
socio-economic  status  that  come 
to  the  attention  of  authorities. 
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Myth:  Those  who  abuse 
children  sexually  are  usually 
strangers. 

Fact:  The  majority  of  children 
who  have  been  sexually  abused 
have  known  their  abusers.  The 
person  who  has  abused  them  is 
often  a family  member  or  a per- 
son in  a trusting  relationship 
with  the  child.  The  closer  the 
relationship,  the  greater  the 
potential  trauma. 

Myth:  Children  often  make  up 
stories  of  sexual  violence. 

Fact:  There  is  little  evidence  that 
children  deliberately  make  false 
allegations  or  misinterpret  appro- 
priate adult  - child  contact  as 
sexual  abuse.  In  the  few  recorded 
cases  where  children  have  made 
false  allegations,  it  has  usually 
been  the  result  of  manipulation 
by  an  adult.  False  denials  of  sex- 
ual abuse  and  recanting  disclo- 
sures of  abuse  are  much  more 
common  than  false  reports.  This 
is  not  surprising  considering  the 
power  imbalance  between  chil- 
dren and  those  who  abuse. 

Myth:  If  violence  is  happening, 
children  will  tell. 

Fact:  Children  generally  want  to 
tell  about  the  violence,  so  it  can 
be  stopped.  But  they  are  often 
afraid  they  will  not  be  believed  or 
protected.  They  are  also  afraid  of 
the  possible  family  consequences 
of  disclosure,  especially  if  the 
person  who  has  abused  them 
uses  threats. 


Myth:  Children  will  outgrow  the 
effects  of  violence. 

Fact:  Children  are  at 
considerable  risk  of  suffering  lan- 
guage delays,  learning 
disabilities,  mental  illness,  and 
brain  or  other  physical  damage. 
Violence  against  children  can 
result  in  social  consequences 
such  as  delinquency,  mental  ill- 
ness and  criminality.  Adult 
women  who  experienced  sexual 
abuse  as  children  are  more  likely 
to  manifest  self-destructive 
behavior,  anxiety,  feelings  of  iso- 
lation, poor  self-esteem,  and  a 
tendency  towards  re-experienc- 
ing violent  relationships  and  sex- 
ual abuse. 

Myth:  Child  abuse  is  an 
accepted  norm  in  some  cultural, 
ethnic,  racial  and  religious 
groups. 

Fact:  While  individuals  who 
belong  to  a specific  group  may 
use  their  culture,  ethnicity,  race 
or  religion  as  an  excuse,  there  are 
no  acceptable  reasons  for  abuse. 

Myth:  Children  in  immigrant 
families  and  families  of  color 
experience  more  abuse  than  do 
other  children. 

Fact:  There  is  no  evidence  that 
children  in  immigrant  families  or 
families  of  color  experience  more 
abuse.  Children  in  immigrant 
families,  however,  may  not  tell  of 
the  abuse  because  they  fear  that 
their  parents  will  be  “sent  away” 
(deported).  Children  of  parents 
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of  color,  meanwhile,  may  not  tell 
because  they  fear  that  they  will 
be  taken  away  from  their  parents 
and  their  community  (i.e.,  put 
into  “white”  foster  homes).  If 
children  from  either  type  of  fami- 
ly tell,  they  may  have  their  dis- 
closures dismissed  as  “something 
that  is  part  of  your  culture,  eth- 
nicity, race  or  religion.” 

\ 

Types  of  Violence 
Against  Children 

All  cases  of  child  abuse  result 
from  the  misuse  of  power  or 
authority  by  an  older  or  more 
powerful  person  over  a younger, 
more  vulnerable  child.  There  are 
five  major  types  of  child  abuse. 
The  following  definitions  ate 
used  by  the  Institute  for  the 
Prevention  of  Child  Abuse: 

Physical  Abuse:  use  of  physical 
force  by  a person  in  charge  of  a 
child  that  results  in  non-acciden- 
tal harm  or  injury  to  the  child. 
Examples  include  punching, 
whipping,  squeezing,  burning, 
scalding  and  severe  shaking.  In 
some  cases,  the  injury  or  harm  is 
caused  when  violence  is  used  as 
punishment  or  discipline. 

Sexual  Abuse:  use  of  a child  for 
sexual  gratification  by  someone 
who  is  in  a position  of  power 
over  that  child.  The  abuse  can 
include,  but  is  not  limited  to, 
incest,  sexual  assault,  touching 
for  sexual  purposes,  and  the  use 
of  a child  for  pornography  or 
prostitution. 

Emotional  Abuse:  treatment  of  a 


child  by  a care  giver  in  such  a 
negative  way  that  the  child’s  self- 
image  is  seriously  impaired.  The 
abuse  can  include  a pattern  of 
rejecting,  ignoring,  isolating, 
or  terrorizing  the  child,  or  a 
pattern  of  withholding  affection 
from  the  child,  or  modelling 
deviant  or  anti-social  behaviors 
for  the  child.  Emotional  abuse 
is  difficult  to  identify  and  very 
difficult  to  prove. 

Psychological  Abuse:  use  of  fear 
tactics  and  degrading  behaviors 
to  shame  and  humiliate  the  child. 
Psychological  abuse  of  children 
occurs  when  somebody  in  a 
trusting  relationship  instills  fear 
in  the  child  through  his/her 
actions.  This  may  include 
destroying  items  that  hold  value 
for  the  child,  threatening  the 
child,  and  carrying  out  the  threat 
on  someone  or  something  else. 

Neglect:  chronic  inattention 
to  the  basic  emotional  and  physi- 
cal needs  of  the  child.  Often  a 
long-standing  condition,  it  can 
have  life-long  effects,  physically, 
emotionally,  educationally  and 
socially. 

Witnessing  Violence:  chronic 
exposure  to  acts  of  violence  with- 
in the  family  (generally  assaults 
on  the  child’s  mother  by  her  male 
partner).  This  can  leave  the  child 
with  many  of  the  same  negative 
outcomes  as  a child  who  has 
been  abused.  In  some  Canadian 
provinces,  a child  who  witnesses 
violence  on  an  ongoing  basis  is 
legally  deemed  to  be  a “child  in 
need  of  protection.” 
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Impact  of  Violence 
Against  Children 
The  impact  of  violence  on  chil- 
dren is  far-reaching,  affecting  not 
only  the  developmental  process 
of  a child,  but  how  that  child  ne- 
gotiates relationships  as  an  adult. 

Infants  of  18  months  will 
express  distress  if  the  stability  of 
their  environment  and  the  con- 
tinued presence  of  their  primary 
caretaker  is  interrupted.  Children 
two  to  five  years  of  age  are  ego- 
centric, do  not  understand 
another  person’s  perspective,  and 
will  feel  alone,  vulnerable  and 
anxious  when  they  lose  adult 
support.  They  believe  that  good 
children  are  rewarded  and  bad 
children  are  punished.  Therefore, 
they  blame  themselves  for  the 
violence  and  may  carry  the 
shame  into  adulthood.  The  con- 
sequences of  abuse  in  this  situa- 
tion are  evident. 

Children  six  to  nine  years  of  age 
are  only  beginning  to  understand 
that  when  things  happen,  it’s  not 
always  their  fault.  They  often  feel 
anxious  when  rules  change  and 
their  primary  identification  is  still 
with  their  family.  They  can  form 
significant  attachment  to  adults 
and  peers  and  experience  guilt 
when  they  either  do  something 
wrong  or  perceive  something  they 
have  done  is  wrong. 

Pre-teens  have  an  increased 
ability  to  cope  independently  for 
short  periods  of  time,  but  still 
turn  to  significant  adults  for 
approval,  support,  and  reassur- 


ance when  things  are  difficult.  At 
this  point,  they  start  to  realize 
that  their  parents  have  the  capac- 
ity to  do  wrong. 

Understanding  the  developmen- 
tal stages  of  children  is  important 
when  examining  the  impact  of 
abuse  on  children  and  their  abili- 
ties to  interact  as  adults  later  in 
life.  The  messages  that  children 
who  are  abused  receive  and  often 
integrate  about  themselves  and 
their  rights  and  responsibilities  are 
confused.  When  we  examine  the 
developmental  stages  of  child- 
hood, it  is  not  difficult  to  under- 
stand why  the  impact  of  abuse  has 
such  far-reaching  effects.  Here  are 
some  of  the  problems  that  may 
have  at  least  part  of  their  basis  in 
childhood  abuse: 

• low  self-esteem 

• lack  of  trust 

• difficulty  in  forming  and 
maintaining  relationships 

• tendency  to  use  violence  to 
resolve  conflict 

• prostitution 

• drug  and  alcohol  use 

• criminality 

• poor  future  parenting  skills. 
Although  they  are  more  at  risk 

for  these  problems  than  other 
children,  children  who  are  abused 
may  not  necessarily  suffer  any  of 
these  consequences.  Resiliency 
and/or  the  ongoing  support  of  a 
caring  adult  can  carry  a child 
through  the  most  noxious  child- 
hood experiences.  The  level  of 
support  children  receive  after  ex- 
periencing trauma  is  critical,  and 
often  means  the  difference  be- 
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tween  healthy  coping  mechanisms 
or  unhealthy  trauma  bonding. 

Trauma  Bonding 

Trauma  bonding  is  based  on  the 
premise  that  severely  traumatized 
persons  may  have  a continued  re- 
lationship, perceived  or  real,  with 
the  person  who  has  abused  them 
or  they  may  have  a relationship 
with  those  who  are  significant  to 
the  abuser.  This  often  makes  it 
difficult  to  resolve  the  abuse  and 
the  ambivalent  feelings  toward 
the  person  who  abused  them. 

It  is  important,  when  examining 
the  effects  of  a traumatic  bond,  to 
consider  the  viewpoint  of  the  per- 
son who  has  experienced  the 
abuse.  Even  when  the  person  who 
has  abused  is  no  longer  present, 
the  person  who  has  experienced 
the  abuse  can  remain  connected  to 
the  trauma.  Many  women  who 
have  experienced  violence  in 
childhood  may  continue  to  hope 
that  they  can  still  have  the  posi- 
tive relationship  they  have  always 
desired  with  their  abuser. 

Children  are  powerless  to  stop 
abuse,  because  their  abuser  is  in  a 
position  of  authority  over  them 
and  is  often  a close  relative.  If  the 
abuser  is  a parent,  the  child  is 
connected  to  the  abuser  emotion- 
ally, physically  and  economically, 
which  makes  the  child  totally  vul- 
nerable. Because  the  parent  is 
supposed  to  protect  the  child,  and 
society  says  that  children  must 
love  and  respect  their  parents,  the 
child  may  end  up  having  ambiva- 
lent feelings  toward  the  parent. 


Boundary  Violation 

Boundaries  are  crucial  to  the 
healthy  psychological  de- 
velopment of  children.  In  the 
physical  sense,  our  boundaries 
are  defined  by  our  skin.  Bound- 
aries separate  our  physical  entity 
from  others  in  our  environment 
and  protect  our  physical  integrity. 
Similarly,  psychological  bound- 
aries protect  our  individuality 
and  differentiate  us  from  other 
people. 

In  healthy  relationships,  par- 
ents allow  a child  to  develop 
boundaries  by  providing  a safe 
and  trusting  environment,  where 
the  child  can  attain  a certain 
understanding  of  his  or  her  sur- 
roundings and  existence.  Healthy 
boundaries  help  individuals 
decide  how  close  they  want  to  be 
with  others,  what  information 
they  want  to  reveal,  and  when 
they  want  to  share  something  or 
give  it  away.  Experiences  of  vio- 
lence interfere  with  the  process 
of  boundary  development. 

How  individuals  who  have 
experienced  abuse  are  affected 
by  the  violence  varies  enormous- 
ly. Parental  violence  (emotional, 
psychological,  physical  or  sexual) 
violates  the  child’s  boundaries 
and  prompts  painful  emotional 
responses.  Individuals  respond 
to  boundary  violation  with  vary- 
ing levels  of  grief,  shame,  anger 
and  guilt. 

Table  2.1  gives  an  overview 
of  the  impact  of  boundary 
violation. 
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Table  2.1 


Common  Effects  of  Boundary 
Violation 

(Adapted  from  Evans,  1988) 
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Boundary  Ambiguity  - An 
environment  lacking  trust  and 
security  will  not  allow  a child  to 
develop  the  sense  of  separation  and 
individuation  discussed  earlier. 

This  affects  boundary  formation 
and  leads  to  boundary  ambiguity, 
which  means  having  an  unclear 
sense  of  ones  own  boundaries.  It  is 
not  knowing  where  one’s  own  para- 
meters are,  where  one’s  responsibil- 
ities end,  or  how  to  go  about  keep- 
ing the  integrity  of  one’s  identity. 

Loss  of  Trust  — In  abusive  fami- 
lies there  is  no  consistency  of 
expectations.  Victims  can  never 
predict  the  type  of  behavior  that 
will  be  displayed.  Consequently, 
they  learn  not  to  trust  themselves 
or  their  environment. 

Victim’s  Role  — Children  grow- 
ing up  in  abusive  or  dysfunctional 
families  often  assume  the  victim’s 
role.  These  children  see  the  world 
as  an  unsafe  place  and  feel  they 
have  no  control  over  their  lives. 

Issues  With  Touch  - Children 
exposed  to  boundary  violation 
soon  learn  that  touch  is  a method 
of  exerting  power,  one  that  means 
pain  or  sexual  violation.  They 
become  fearful  of  touch. 

Body  Shame  and  Distortions 

Verbal  and  sexual  abuse  directed  at 
a child’s  appearance  - including 
comments  on  their  development  - 
can  cause  the  child  to  become 
ashamed  of  her/his  body  or  develop 
a distorted  view  of  it.  Later  this  can 
interfere  with  the  development  of 
intimate  relationships. 

Fear  of  Intimacy  - Fear  of  inti- 
macy is  connected  to  having  “inad- 
equate” boundaries.  Basically,  the 
abused  child  says,  “If  I have  no 


boundaries,  being  close  to  you 
means  becoming  you.”  Some  peo- 
ple’s fear  of  intimacy  approaches 
terror.  It  is  an  instinctive  response 
that  they  learned  as  children.  They 
have  learned  to  associate  love  with 
pain;  therefore,  closeness  is  a signal 
of  impending  violation  and  the 
need  for  protection. 

Fear  of  Abandonment  - Fear 
of  abandonment  operates  when 
childhood  fears  compel  the  victim 
to  maintain  relationships  no  matter 
how  abusive  or  neglectful.  To  the 
child,  abandonment  and  death 
mean  the  same  thing. 

Shame  Spiral  — The  “shame  spi- 
ral” is  an  emotional  state  connect- 
ed to  the  fear  of  abandonment, 
rejection  or  punishment.  It  is  often 
experienced  by  people  who  grew 
up  in  households  where  a 
blame/shame  cycle  existed:  prob- 
lems would  be  solved  by  blaming 
one  person,  who  would  then  feel 
shame.  (This  can  include  blaming 
the  abused  for  incidents  of  abuse.) 
As  adults,  many  people  who  have 
been  abused  report  recurring 
“shame  attacks”:  overpowering, 
even  disabling,  feelings  of  shame. 
They  remember  all  the  shameful 
things  that  happened  to  them. 

Drug  use  is  one  common  way  of 
dealing  with  the  shame  spiral. 

Crisis  Orientation  - Crisis 
response  is  common  in  dysfunc- 
tional families.  They  tend  to  allow 
events  to  reach  crisis  proportions. 
This  in  turn  provides  the  family 
with  an  opportunity  to  work 
together  as  a group  to  overcome 
the  crisis  situation.  Related  activi- 
ties bring  the  family  closer  together 
until  the  closeness  becomes  a 
threat.  Then  distancing  starts 
through  abusive  behaviors. 
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A worker  at  the  Woman’s  Post- 
Treatment  Centre,  in  Winnipeg, 
Manitoba,  gives  us  a small  glance 
at  the  effect  of  abuse  on  the  inner 
self: 

She  experiences  herself  as 
an  extension  of  the  abu- 
ser’s world,  over  which  she 
has  no  control,  no  impact, 
no  influence.  The  child’s 
existence  as  a separate  self 
is  violated.  Her  wants, 
needs  and  feelings  become 
invisible  and  irrelevant. 
She  becomes  an  extension 
of  the  abuser’s  control. 
This  is  the  total  essence 
and  effect  of  boundary  vio- 
lation (Woytkiw,  1991). 

Whether  the  boundary  viola- 
tion is  the  result  of  a family  inter- 
action pattern,  or  of  one  specific 
violent  incident,  it  can  leave  a 
long-term  or  even  a permanent 
mark  on  children’s  emotional 
state  and  their  ability  to  cope 
with  the  demands  of  adult 
responsibilities. 

How  Children  Cope 

Children  try  to  reduce  abuse- 
related  anxiety  and  pain.  How- 
ever, the  lack  of  social  support 
needed  by  younger  children 
leaves  them  with  fewer  options 
than  an  adult.  They  have  less 
opportunity  to  stop  the  abuse, 
disclose  the  abuse,  and  get  pro- 
fessional help. 

Since  the  abuse  often  contin- 
ues indefinitely  and  professional 
help  is  not  accessible  to  the  child 
without  adult  intervention,  the 


child  must  build  defences  to  cope 
with  the  abuse.  Defence  mecha- 
nisms serve  an  important  func- 
tion. They  protect  the  abused 
child’s  self-esteem  and  defend 
against  excessive  anxiety.  De- 
fence mechanisms  help  the  child 
endure  and  survive  the  physical 
and  emotional  trauma  of 
violence. 

Dissociation  can  be  another 
response  by  the  child  to  violence. 
Dissociation  is  the  ability  to  dif- 
ferentiate parts  of  our  experience 
into  segments.  This  ability  is  a 
service  to  the  ego.  To  protect  the 
self  from  unbearable  pain,  ex- 
periences are  blocked  from  con- 
scious awareness.  This  continues 
until  the  victim  feels  safe  enough 
to  deal  with  these  memories. 

Clinical  reports  suggest  that 
those  who  are  abused  as  children 
learn  to  block  abusive  memories 
from  conscious  awareness,  but 
the  memories  often  surface  in 
dreams  or  manifest  themselves  in 
the  form  of  free-floating  anxiety 
at  the  most  unexpected  time. 
Often,  responses  will  be  triggered 
by  a sensory  experience.  For 
example,  the  smell  of  beer  may 
cause  anxiety  to  the  person  who 
has  blocked  the  memory  of  the 
abuse  and  of  the  alcohol  on  the 
breath  of  the  person  who  abused 
her.  Although  the  memory  of  vio- 
lence may  be  safely  locked  away, 
the  feelings  of  unfocused  anxiety 
and  anger  will  remain. 

Escaping  anxiety  and  pain 
through  dissociation  or  defence 
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mechanisms  can  be  detrimental 
in  the  long  run.  Children  who 
have  been  abused  may  not  leam 
other  ways  to  resolve  events  and 
feelings.  Unresolved  events  and 
feelings  are  very  common  among 
adults  who  have  experienced 
child  abuse.  These  mechanisms 
are  further  discussed  in  Module 
Three,  when  we  explore  the 
link  between  experiences  with 
abuse  and  the  use  of  alcohol  and 
drugs,  and  how  adults  cope  with 
the  manifestations  of 
dissociation. 

Children  Witnessing  Violence 

Children  who  witness  violence  in 
their  families  suffer  consequen- 
ces and  are  at  further  risk  of 
being  assaulted  themselves.  Here 
are  several  ways  in  which  wit- 
nessing violence  can  negatively 
impact  on  children. 

• Children  living  in  violent 
homes  suffer  emotional  abuse 
as  a direct  consequence  of  wit- 
nessing or  being  subject  to  the 
violence  of  their  father  or  their 
mother’s  partner. 

• Children  who  witness  violence 
show  some  of  the  same  psycho- 
logical symptoms  as  children 
who  have  been  physically  and 
sexually  abused. 

• Children  who  witness  abuse 
and  are  also  physically  or  sexu- 
ally abused  themselves  demon- 
strate the  most  negative  long- 
term consequences. 

• Studies  conducted  in  women’s 
shelters  have  documented  that 
children  who  witness  abuse 


may  also  be  at  risk  of  neglect  or 
abuse  by  their  mother.  The  cu- 
mulative stress  of  being  victim- 
ized herself  may  diminish  a 
mother’s  coping  skills  and 
undermine  her  confidence 
as  a parent. 

• Children  who  witness  violence 
have  an  increased  likelihood  of 
being  violent  themselves. 

• Infants  can  be  particularly  vul- 
nerable to  injury  during  the 
course  of  the  assault  on  their 
mother. 

• Women  are  often  abused  dur- 
ing pregnancy.  The  abuse  can 
have  detrimental  effects  on  the 
pregnancy  and  the  develop- 
ment of  the  fetus. 

Generational  Cycle 
of  Violence 

Children  who  have  been  abused 
are  at  a higher  risk  of  becoming 
abusers  themselves.  This  vicious 
cycle  is  called  the  Generational 
Cycle  of  Violence.  The  1993 
Statistics  Canada  Violence 
Against  Women  Survey  states 
that  women  with  violent  fathers- 
in-law  are  at  three  times  the  risk 
of  assault  by  their  partners.  This 
survey  also  suggests  there  is  a 
greater  likelihood  that  a male 
child  who  has  witnessed  violence 
against  his  mother  will  grow  up 
to  be  violent  toward  his  spouse 
later  in  life.  It  has  also  been 
reported  that  one  in  three 
children  whose  mother  is  assault- 
ed by  her  partner  is  also  abused 
(Health  Canada,  1991  (March). 
Reproduced  with  permission  of 
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the  Minister  of  Supply  and  Ser- 
vices Canada,  1994).  These 
points  clearly  support  the 
concept  of  the  Generational 
Cycle  of  Violence. 

Children  who  grow  up  in  vio- 
lent relationships  learn  that  vio- 
lence is  an  accepted  way  to  re- 
solve conflict  in  the  family.  The 
child  uses  this  learned  behavior 
to  abuse  a weaker  individual  and 
often  dissociates  from  the 
feelings  connected  to  the  abuse. 
As  an  abuser,  the  child  discovers 
a sense  of  mastery  and  superiori- 
ty and  feels  a sense  of  power. 

When  a child  is  learning  abu- 
sive behavior,  the  process 
adversely  affects  personality 
development  and  relationship 
structures.  The  child  will 
suppress  the  inclination  to 
empathize  with  the  feelings  of 
others.  Once  the  ability  to 
empathize  is  suppressed,  the 
child  may  adopt  the  overall 
aggressive  behavior  that  he  or  she 
has  seen  in  the  home. 

It  is  important  to  note  that  not 
all  abused  children  become 
abusers.  Resiliency,  receiving 
support  and  love  from  a close 
person,  and  getting  professional 
help  at  an  early  stage  can  help 
break  the  cycle. 


Reporting  Offences  of 
Violence  Against  Children 

Physical  and  sexual  abuse  of  chil- 
dren are  offences  under  the 
Criminal  Code  of  Canada  and 
warrant  police  investigation. 

Each  province  has  child  welfare 
legislation,  protecting  children 
and  oudining  the  legal  duty  to 
report  suspected  child  abuse. 

All  Canadian  provinces  and 
territories  have  legislation  which 
requires  that  child  abuse  be  re- 
ported to  the  local  child  protec- 
tion services  and  to  the  police. 
There  is  provision  in  the  legisla- 
tion to  charge  both  the  parent 
who  is  offending,  as  well  as  the 
parent  who  is  not  offending  but 
is  aware  of  the  violent  behavior 
and  condones  or  ignores  it.  Some 
jurisdictions  put  a special  onus 
on  professionals  to  report  any 
suspicion  of  abuse  (and  the 
information  on  which  it  is  based) 
to  the  child  protection  services. 
Failure  to  do  so  can  result  in  a 
charge  being  laid  against  the 
professional. 

Those  who  report  are  protect- 
ed from  legal  liability,  unless  the 
report  is  made  maliciously  or 
without  reasonable  cause. 
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Toward  an 
Understanding 
of  Those  Who 
are  Violent 

The  information  in  this 
section  highlights  some 
of  the  complex  issues 
involved  in  understanding 
those  who  are  violent  with 
partners  and  children. 

Our  intention  is  to  create 
an  awareness  of  motivators 
and  behaviors  exhibited  in  a 
violent  relationship  and 
challenge  you  to  rethink 
your  beliefs  about  those 
who  abuse. 
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Abuse  of  Partners 

Men  who  abuse  their 

partners  come  from  all 
walks  of  life,  cultures  and 
religions.  If  they  outwardly  seem 
to  be  “like  us,”  we  may  be  less 
objective  in  our  assessment. 
However,  if  we  examine  their 
backgrounds,  we  will  find  that 
the  majority  of  men  who  are 
abusive  have  themselves  been: 

• the  object  of  abuse 
• the  witness  to  abuse 
• emotionally  or  physically 
deprived  in  childhood. 

As  hard  as  it  is  to  believe,  most 
abusers  feel  they  are  victims 
themselves.  For  them,  violence  is 
a means  of  getting  some  control 
and  power  in  their  lives. 

Characteristics  of  Those 
Who  Abuse  Their  Partners 

The  following  characteristics  are 
often  observed  in  men  who  abuse 
their  partners.  These  characteris- 
tics may  exist  in  more  subtle 
forms  at  higher  socio-economic 
levels.  Generally,  men  who  abuse: 

• Want  control  (especially 
in  their  family) 

They  may  believe  they  have  the 
right  to  tell  others  what  to  do 
and  to  expect  compliance.  If  they 
do  not  receive  it,  they  respond 
with  physical  or  emotional  abuse. 

• Externalize  blame 
They  may  believe  the  respon- 
sibility for  their  anger  and  abu- 
sive actions  belongs  to  others. 


They  tend  to  see  themselves 
as  the  victims. 

• Tend  to  deny  and  minimize 
They  may  admit  to  slapping  once 
or  to  yelling,  but  not  to  hitting  or 
hitting  frequently.  They  portray 
the  victims  as  paranoid,  mentally 
unbalanced  or  easily  bruised. 

• Have  unrealistic  expectations 
of  their  partners 

They  may  expect  their  partners 
to  make  them  happy,  fulfil  all 
their  needs  and  make  them  feel 
complete.  They  are  emotionally 
dependent  on  their  partners. 

• Displace  anger  at  others 
Most  of  their  feelings  (hurt,  frus- 
tration, stress,  sadness,  fear)  may 
be  expressed  as  anger.  External 
anger  from  work,  for  example,  is 
displaced  onto  the  partner. 

• Isolate  their  partners  and 
often  themselves 

They  may  allow  their  partners 
superficial  socialization  but  no 
deep  friendships  or  sharing  of 
feelings.  Sometimes  this  is  done 
with  threats,  but  often  it  is  more 
subtle  and  manipulative.  For 
example,  the  partner  must  beg 
for  any  money  she  may  need  or 
may  not  be  “allowed”  to  go  shop- 
ping without  him. 

• Adhere  to  rigid  role  definition 
They  may  see  their  major  roles  as 
those  of  breadwinners  and  deci- 
sion-makers, with  no  responsibi- 
lity for  their  emotional  lives. 
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• Need  to  maintain  an 
over-adequate  facade 

They  may  feel  they  must  be 
strong,  dominant,  superior  and 
successful.  Feelings  of  inadequa- 
cy in  any  of  these  areas  are  devas- 
tating to  their  self-esteem.  When 
they  are  not  successful,  their  anx- 
iety reaches  an  unbearable  level, 
and  comes  out  inappropriately  as 
violence  at  home.  This  may 
restore  their  feelings  of  power 
and  control.  The  violence  then 
escalates  with  time  and  becomes 
more  frequent. 

• Fear  the  intimacy  they  crave 
The  desired  closeness  may  be  too 
threatening  because  they  fear 
being  “found  out.”  Partners  are 
alternately  pushed  away  and  then 
pursued  to  return.  Often  they 
marry  women  who  come  from 
abusive  backgrounds  and  may 
themselves  fear  intimacy.  In  this 
way,  the  cycle  of  rejection  is 
played  out. 

• Expect  others  to  understand 
their  feelings,  but  have  little 
or  no  ability  to  empathize  with 
those  they  hurt 

For  example,  they  may  report 
that  those  who  have  been  abused 
are  fine,  or  that  the  partner 
understands  why  the  violence 
happens. 


• Are  prone  to  depression  and 

threats  of  suicide 
They  may  show  signs  of  depres- 
sion and  often  threaten  suicide. 
Although  this  is  sometimes 
manipulation,  for  some  men  the 
loss  of  control  is  more  frighten- 
ing than  death.  Those  who  have 
attempted  or  committed  suicide 
often  add  to  the  burden  and  guilt 
experienced  by  those  who  have 
been  abused. 

Sexual  Abuse  of  Partners 

Coercive  sex  is  frequent  among 
men  who  are  physically  and 
psychologically  abusive.  Men 
who  rape  their  partners  may 
have  a great  rage  against  women 
in  general. 

Men  sexually  assault  in  order 
to  control,  dominate,  degrade 
and  humiliate  their  victims.  Con- 
trol and  domination  can  be  seen 
as  necessary  prerequisites,  with 
forced  sex  providing  the  vehicle 
for  humiliation  and  degradation. 
The  humiliation  is  accomplished 
from  the  abuser’s  position  of 
power  as  a man  and/or  the  head 
of  the  household. 
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Physical  Abuse  of  Children 

It  is  only  within  the  last  quarter 
century  that  corporal  punish- 
ment of  children  has  been  seen 
as  verging  on  abuse.  Even  the 
Criminal  Code  of  Canada  states 
that  parents  may  use  “reasonable 
force”  to  discipline  their  child- 
ren. So  how  do  we  know  when 
corporal  punishment  becomes 
abuse? 

There  are  some  people  who 
believe  that  children  belong  to 
them  and  they  can  do  what  they 
want  with  their  own  children. 
There  are  others  who  do  not 
understand  the  developmental 
levels  of  childhood  and,  as  a 
result,  have  unrealistic  expecta- 
tions of  their  children.  Still  oth- 
ers “parentify”  their  children, 
expecting  them  to  recognize  and 
understand  their  needs.  Parents 
who  are  emotionally  isolated, 
depressed  and  have  themselves 
experienced  an  abusive 
background  that  offered  no  alter- 
natives to  “discipline”  may  be  at 
risk  to  abuse  their  own  childen. 

A study  done  in  Texas 
(Bawdry,  1990),  with  12,000 
families,  identified  six  types  of 
people  who  physically  abuse 
their  children.  The  majority  of 
those  who  abused  were  male,  but 
females  who  abused  were  also 
part  of  the  study.  The  first  three 
types  often  come  to  the  attention 
of  those  in  human  services, 


schools,  shelters,  neighbors  and 
relatives.  The  last  three  may  also 
be  seen  by  those  in  daily  contact 
with  children  but  are  most  often 
reported  to  the  hospital,  because 
they  often  result  in  injuries  re- 
quiring a doctor’s  care.  The  six 
types  are: 

(1)  Excessive  corporal  punish- 
ment: In  attempting  to  discipline 
a child,  these  parents  may  cause 
injury  but  do  not  wish  to  harm 
the  child.  Most  show  remorse 
and  are  often  ready  to  look  at 
alternative  forms  of  discipline. 
Others  may  believe  it  is  their 
right  and  responsibility  to  con- 
trol children,  and  they  resent 
interference. 

(2)  Those  who  “educate” 
through  misguided  methods: 

In  attempting  to  convince  a 
child  that  something  is  danger- 
ous, parents  may  hurt  the  child 
(e.g.,  burning  a child’s  hand  to 
show  that  fire  is  hot).  Those 
who  willingly  adapt  different 
methods  usually  do  not  repeat 
these  actions. 

(3)  Those  who  use  excessive 
corporal  punishment  and  emo- 
tional abuse:  This  is  the  family 
with  the  “scapegoat,”  the  child 
described  in  negative  terms,  and 
blamed  by  parents  for  their  own 
actions.  Because  the  parents 
accept  no  responsibility,  the 
situation  can  be  very  dangerous 
for  the  child. 
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Incest  Precursors 

(Evans,  1991.  Reprinted  with 
permission  of  Gynergy  Books. 
Taken  from  M.  MacKinnon  (Ed.), 
Each  Small  Step:  Breaking  the 
Chains  of  Abuse  and  Addiction.) 


(4)  Child  batterer:  When 
anger  and  inability  to  cope 
become  uncontrollable  rage, 
children  are  not  safe.  These 
situations  are  usually  totally  out 
of  control  and  children  can  die. 

(5)  Serial  batterer:  Those  who 
batter  children  are  acting  out 
their  own  rage  and  poor  impulse 
control.  If  removed  from  one 
child,  they  will  likely  find  anoth- 
er to  batter. 

(6)  Sadist:  The  sadistic  person 
who  physically  abuses  a child 
experiences  pleasure  from  the 
pain  inflicted.  They  are  very  dan- 
gerous and  not  very  amenable  to 
treatment. 

Sexual  Abuse  of  Children 

In  the  majority  of  reported  cases, 
it  is  men  who  sexually  abuse 


children  in  their  family.  However, 
women,  adolescents,  and  even 
younger  children  can  perpetrate 
sexually  abusive  behavior  as  well. 
Therefore,  when  children 
disclose  abuse,  we  need  to  ensure 
that  assumptions  are  not  made 
about  who  the  perpetrator  is. 
Someone  trained  in  child  abuse 
investigations  must  be  called 
when  a sexually  abusive  situation 
is  suspected,  according  to  child 
welfare  legislation. 

There  is  a range  of  overt  and 
covert  sexually  inappropriate 
behaviors  that  a child  might 
experience  in  an  abusive 
situation.  These  range  from 
household  voyeurism  and  sexual 
hugs  to  wet  kisses  and  inter- 
course. Refer  to  the  chart  below 
for  these  types  of  behaviors. 


INCEST  PRECURSORS:  FAMILY  DYNAMICS 


I COVERT 


I OVERT 


EMOTIONAL  BOUNDARY 
VIOLATIONS 


PHYSICAL  BOUNDARY 
VIOLATIONS 


blurring  of  generational  lines 
role  reversal 
parents’  needs  primary 
unmet  dependency  needs 
closed  system 

enmeshment/disengagement 

neglect 

overinvestment  in  child’s 
achievements 

intrusions  with  child’s 
decision-making 

telling  child  inappropriate 
secrets 

disrespected  privacy  needs 
shame-based  system 
emotional  abuse 
relentless  teasing 


adult  preoccupied  with  child’s 
body/bodily  functions 

overly  strict  household 
dress  code 

excessive  tickling 

physical  restraint  against  will 
to  satisfy  power  needs 

parent  demands  physical 
comfort  from  child 

touch  deprivation 

physical  abuse 

physical  torture 


inadvertent  touch 

household  voyeurism 

physical  punishment 
while  naked 

sexual  hugs 

ridicule  of  developing  bodies 

putting  adult  sexual 
interpretation  on  child’s 
behaviour 

lewd  reading/video  watching 
with  child 

use  of  objectifying,  sexualizing 
language 

invasive  hygienic  practices 


french  kisses 

exhibitionism 

fondling 

fellatio 

2 
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penetration  with  objects 
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Men  who  Sexually  Abuse 
Children  Within  Their 
Family 

Men  who  molest  children  have 
been  categorized  into  regressed 
and  fixated  pedophiles  (Groth, 
1982).  Fixated  pedophiles, 
those  whose  primary  attraction 
is  to  children,  have  not  res- 
ponded well  to  treatment. 
Regressed  pedophiles,  those 
who  are  not  necessarly  attracted 
only  to  children,  are  believed  to 
be  more  likely  to  benefit  from 
treatment. 

Men  who  molest  children  may 
be  acting  for  various  reasons. 
They  might: 

• seek  intimacy  through  power 
and  control  of  a child 

• establish  power  and  control 
by  sexually  abusing  a child 

• express  anger  by  sexually 
intruding  on  a child 

• exercise  their  perceived  rights 
as  men,  despite  the  law 

• seek  sexual  gratification, 
as  in  the  case  of  fixated 
pedophiles 

Those  who  sexually  abuse 
children  are  very  good  at 
blaming  others  for  their  actions. 
They  rationalize,  minimize 
and  deny  those  abusive 
actions.  When  caught,  those 
who  abuse  are  often  successful 
in  rallying  family  members  and 
friends  to  their  side.  It  is  a 
testimony  to  their  manipulative 
skills  that  the  child  who  has 
been  abused  is  often  ostracized 
for  telling. 


Women  Who  Sexually  Abuse 
Children  Within  Their 
Family 

The  reported  cases  of  child  sex- 
ual abuse  by  women  are  under 
10  per  cent  and  further  research 
needs  to  be  conducted  to  deter- 
mine the  exact  extent.  Ruth 
Matthews  identifies  six  different 
types  of  female  offending: 

(1)  Teacher/lover:  sometimes 
referred  to  as  the  “Mrs.  Robinson 
complex”  where  an  older  woman 
convinces  herself  that  she  is  in 
love  with  and  is  educating  a child 

(2)  Preferential  molester:  a 
woman  whose  primary  sexual 
attraction  is  to  children 

(3)  Explorer/exploiter:  an 
insecure  female  who  seeks  out 
children  to  get  her  needs  met 

(4)  Psychologically  disturbed 
woman:  may  be  psychotic 

(5)  Male  coerced:  a woman 
who  is  being  abused  by  her  part- 
ner and  is  forced  to  participate  in 
the  sexual  abuse  of  a child 

(6)  Male  accompanied:  A 
woman  who  participates  willing- 
ly in  the  sexual  abuse  of  a child 
with  a male  who  is  molesting. 

These  definitions  provide 
guidelines  to  assess  the  motiva- 
tion for  abusive  behavior. 

Emotional  Abuse 
of  Children 

Dr.  James  Garbarino  has  defined 
emotional  abuse  and  its  effects 
on  children.  Those  who  emotion- 
ally abuse  children  demonstrate 
the  following  behaviors: 
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• Rejecting:  telling  children 
that  they  are  not  loved  or 
wanted 

• Isolating:  cutting  children 
off  from  normal  relationships, 
family  or  peer  contact 

• Terrorizing:  using  fear  as 
a weapon 

• Ignoring:  being  psychologically 
unavailable  to  the  child 

• Corrupting:  socializing  the 
child  inappropriately 

Dr.  Garbarino  states  that 
emotional  abuse  is  more  likely 
to  be  present  if  the  care  giver 
has  an  emotional  disturbance, 
is  rigid  in  expectations,  and  is 
unable  to  relate  to  the  child  by 
smiling,  vocalizing,  or  touching 
in  a positive  way  Parents  who 
physically  and/or  sexually  abuse 
their  children  are  at  high  risk  for 
demonstrating  emotional  abuse 
as  well. 


Psychological  Abuse 
of  Children 

Due  to  the  vulnerability  and 
dependence  of  children  on  those 
they  rely  on  to  care  for  them,  any 
abusive  act  in  the  home  creates 
psychological  abuse.  The  child 
loses  trust  and  lives  in  a world 
where  security  is  temporary  and 
the  time  in  between  abusive  peri- 
ods is  unpredictable.  Unable  to 
protect  themselves  or  to  leave, 
abused  children  live  with  fear, 
anxiety  and  distrust. 

When  working  with  families, 
we  often  focus  on  the  adults  in 
the  family  and  their  pain.  We 
know  about  the  great  impact  all 
types  of  abusive  behavior  can 
have  on  children.  Therefore,  it’s 
important  to  intervene  in  some 
way,  even  if  it  means  involving 
the  authorities,  if  child  abuse  is 
suspected. 
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For  some  people,  it  might  be 
offensive  to  even  consider 
providing  treatment  services  to 
men  who  abuse  women  and 
children.  They  may  prefer  that 
resources  be  allocated  only 
toward  helping  those  who  have 
been  abused.  Others  believe  that 
it  is  important  to  provide  services 
to  help  those  who  abuse  change 
their  behavior. 

Among  the  reasons  given  for 
providing  social  services  for 
offenders  are  the  following: 

• There  is  a high  probability  that 
those  who  abuse  will  continue 
to  act  violently  unless  they  take 
responsibility  for  change. 

• Women  and  children  who  have 
been  abused  often  continue  to 
live  with  the  men  who  have 
abused  them  and  continue  to 
care  about  them. 

• Men  who  take  responsibility 
for  their  abusive  behavior  can 


benefit  from  therapeutic 
support  and  education  and 
make  positive  changes. 

• Men  who  refuse  to  take  res- 
ponsibility can  benefit  from 
external  controls  and,  with 
education  and  treatment,  might 
consider  making  positive 
changes. 

• Men  who  are  violent  to  women 
and  children  often  suffer  from 
their  own  traumas  of  the  past, 
including  child  abuse,  as 

well  as  from  deficits  in  coping 
and  communication  skills  - 
all  of  which  can  be  helped 
by  treatment. 

Punishment  does  not  change 
people.  Only  education  and  con- 
scious choice  allow  for  changes 
in  attitude  and  behavior.  Learn- 
ing new  behavior  is  a difficult 
process  for  offenders  and  requires 
professional  intervention  and 
social  controls. 
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Module  2: 

Orientation  to  Violence 
Against  Women  and  Children 
in  Relationships 


Goal 

This  module  provides  the  opportunity 
to  gain  a basic  understanding  of  the 
issues  surrounding  violence  against 
women  and  children  in  relationships. 
With  this  increased  awareness,  you 
can  be  better  prepared  to  help  those 
who  experience  violence  or  those  who 
abuse  partners  or  children. 
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Module  2: 

Orientation  to  Violence  Against 

Women  and  Children  in 

Relationships 

Objectives 

Upon  completion  of  this  module,  you  will 

be  able  to: 

• describe  the  beliefs,  concepts,  and 
conceptual  models  that  are  used  to 
understand  violence  against  women  and 
children  in  relationships 

• describe  the  theories  and  models  used  to 
understand  those  who  are  violent  towards 
partners  and  children  in  relationships 
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Definition  of  Violence 
Against  Women  and 
Children  in  Relationships 

The  abuse  of  power  within  the 
context  of  a family,  a trust  or 
dependency  relationship. 

It  can  take  the  form  of  physical, 
sexual,  psychological,  emotional  or 
financial  abuse  or  neglect. 
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Violence  Behavior 


Violent  behavior  is  often  used  to 
describe  physical  violence. 

Violence  behavior  is  more  inclusive  of 
subtle  forms  of  violence,  like 
emotional  and  psychological  abuse. 
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Beliefs  and  Other  Factors 
that  Perpetuate  Violence 

• traditional  male  roles 

• traditional  female  roles 

• privacy  of  the  home 

• for  the  sake  of  the  children 

• blaming  the  abused 
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Power  and  Control  Wheel 


PHYSICAL  ABUSE 


sC 


^N, 


& 


Prolonged 
periods  of  silence, 
with  intent  to  punish 
partner,  not  touching  or 
showing  affection,  with 
intent  to  “punish". 


Any 

threats  that 
you  will  do 
something  to  hurt  her 
financially  or  emotionally, 
blackmail,  or  humiliating  your 
partner. 


Any  attempt  to 
hurt  your  partner  or 
scare  your  partner 
physically. 


POWER 

AND 

CONTROL 


Treating 
partner  like  a 
servant.  Deciding 
by  yourself  who  has 
final  say  in  decisions 
about  money,  free  time 
friends  and 
activities.  Being 
Master  of  the 

Castle.  — Attempts 

to  make  her 
dependent  on  you 
for  money  and  survival. 
Taking  her  money  or  making 
her  ask  for  anything  she  needs. 


Controlling  and 
limiting  what  she  does,  who 
she  sees,  what  she  reads, 
where  she  goes. 


4A/g 


Using 
looks, 
actions, 
expressions 
in  a loud  voice 
to  physically 
intimidate  your 
partner.  Smashing 
things,  destroying 
property  or  her  pets  The 
implied  message  is  “Next 
time  it  could  be 
you!” 


Attempts 
to  put  her  down  or 
make  her  feel  bad  about  herself. 
Names  like  ‘stupid’,  ‘ugly’, 
‘fat’,  ‘worthless’,  ‘crazy’, 
’slut’,  erode  her  self- 
esteem. 


Any 
attempt 
to  have 
your  partner 
have  sex  or  do 
sexual  things 
against  her  wishes 
Physically  attacking  the 
sexual  parts  of  her  body. 
Treating  her  like  a sex 
object. 


.S' 
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Wheel  of  Equality 
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ECONOMIC 
PARTNERSHIP 

Making  money  decisions 
together  • making  sure  both 
partners  benefit  from  financial 
arrangements. 


NEGOTIATION 
AND  FAIRNESS 
Seeking  mutually  satisfying 
resolutions  to  conflict 
• accepting  change 
• being  willing  to 
compromise. 


NON- 
THREATENING 
BEHAVIOR 
Talking  and  acting  so 
that  she  feels  safe  and 
comfortable 
expressing  herself 
and  doing  things. 


RESPECT 
Listening  to  her  non- 
judgmentally  • being 
emotionally  affirming  and 
understanding  • valuing  opinions. 


EQUALITY 


SHARED  RESPONSIBILITY 
Mutually  agreeing  on  a fair 
distribution  of  work  • making 
family  decisions  together. 


RESPONSIBLE 
PARENTING 
Sharing  parental 
responsibilities  • being  a 
positive  non-violent  role 
model  for  the  children. 


TRUST  AND  SUPPORT 
Supporting  her  goals  in  life 
■ respecting  her  right  to  her 
own  feelings,  friends, 
activities  and  opinions. 

HONESTY 
AND 

ACCOUNTABILITY 
Accepting  responsibility 
for  self  • acknowledging 
past  use  of  violence  • admit- 
ting being  wrong  • com- 
municating openly  and 
truthfully. 


'Vo  ,v- v I O LtVN 
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Vulnerability 


Vulnerability  describes  those  who  are 
at  higher  risk  for  violence,  because  of 
their  position  in  society. 

Vulnerable  groups  include: 

• Aboriginal  women 

• immigrant  women 

• women  with  disabilities 

• older  women 

• those  growing  up  with  violence 

• women  of  color 

• low-income  women 
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Exploring  the  Myths: 

Violence  Against  Women 

\ 

in  Relationships 

Myth:  Women  provoke  violence. 

Myth:  Mental  illness  is  the  cause  of 
violence  against  women  in 
relationships. 

Myth:  Alcohol/drugs  cause  the  man  to 
beat  his  partner. 

Myth:  Men  beat  their  partners  because 
they  are  under  stress. 

Myth:  A man’s  lack  of  money  or  loss  of 
status  causes  him  to  beat  his  partner. 

Myth:  Violence  breeds  violence. 
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Exploring  the  Myths:  Violence 
Against  Women  in  Relationships 

Myth:  Women  only  experience  violence  in 
relationships  with  men. 

Myth:  Women  only  experience  violence  in 
relationships  from  their  partners  or  former 
partners. 

Myth:  Aboriginal  women,  immigrant  women, 
and  women  of  color  remain  in  abusive  rela- 
tionships because  it  is  a part  of  their  culture. 

Myth:  Abused  Aboriginal  women,  immigrant 
women,  and  women  of  color  are  uneducated 
and  have  fewer  job  skills. 

Myth:  Disabled  women  remain  in  abusive 
relationships  because  they  need  their  abusers 
to  “take  care”  of  them. 
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Types  of  Violence  Behaviors 
Against  Women 

• physical  abuse 

• sexual  abuse 

• emotional  abuse 

• psychological  abuse 

• economic  abuse 

• destruction  of  property  and  pets 
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Impact  of  Violence 
Behaviors  on  Women: 
The  Stages 


Stage  One:  Denial/Minimizing/ 

Rationalization 

Stage  Two:  Blame 

- low  self-esteem 

- blame  by  others 

- controlling  the  situation 

Stage  Three:  Seeking  Help 
Stage  Four:  Ambivalence 
Stage  Five:  Living  without  Violence 
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Cycle  of  Violence 


The  Violent 


The  Precipitating 
Event 


The  Immediate 
Aftermath 


Person  abusing  enjoys 
feelings  of  control  and 
power  by  stepping  up 
intensity  and  frequency 
of  abuse. 


Remorse 
(perceived 
decrease  in 
tension) 


The  tension- 
building phase 


Person  abusing  is 
“sorry”  and  tries  to 
“make  up”  to  person  being 
abused,  begging  for 
forgiveness;  he  promises  not 
to  hurt  her  again 
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Why  Women  Stay 

• Women  stay  in  abusive  relationships 
for  many  reasons. 

• Learned  helplessness  characterizes 
battered  women  as  helpless,  passive 
and  without  hope. 

• Feelings  of  self-doubt,  low  self- 
esteem, guilt,  blame,  isolation, 
anxiety  and  depression  are  common 
among  women  who  have 
experienced  violence  in 
relationships. 

• The  Survivor  Model 

When  women  know  they  have 
options  and  support,  they  can  begin 
actively  seeking  help. 
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Why  Women  Stay 

Common  reactions  women  must 
overcome  before  they  can  begin 
seeking  help: 

• traumatic  shock 

• feelings  of  failure  to  save 
the  relationship 

• separation  anxiety 
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Violence  Against  Children 
Within  the  Family 


...  is  the  mistreatment  or  neglect 
of  a child  by  a parent,  guardian  or 
care  giver  that  can  result  in  injury 
or  harm  to  that  child. 
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Exploring  the  Myths: 
Violence  Against  Children 
Within  the  Family 

Myth:  Child  abuse  occurs  primarily 
in  low-income  homes. 

Myth:  Those  who  sexually  abuse 
children  are  usually  strangers. 

Myth:  Children  often  make  up  stories 
of  sexual  violence. 

Myth:  If  violence  is  happening, 
children  will  tell. 

Myth:  Children  will  outgrow  the 
effects  of  violence. 
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Exploring  the  Myths: 
Violence  Against  Children 
Within  the  Family 


Myth:  Child  abuse  is  an  accepted  norm 
in  some  cultural,  ethnic,  racial  and 
religious  groups. 

Myth:  Children  in  immigrant  families 
and  families  of  color  experience  more 
abuse  than  other  children. 


Module  2 

Violence  in  Relationships 


Overhead  2-19 

Types  of  Violence 
Behaviors  Against 
Children 

• physical  abuse 

• sexual  abuse 

• emotional  abuse 

• psychological  abuse 

• neglect 

• witnessing  violence 
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Common  Effects  of 
Boundary  Violation 

• boundary  ambiguity 

• loss  of  trust 

• victim’s  role 

• issues  with  touch 

• body  shame  and  distortions 

• fear  of  intimacy 

• fear  of  abandonment 

• shame  spiral 

• crisis  orientation 
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Common  Characteristics 
of  Those  Who  Abuse 
their  Partners 

• want  to  control  (especially 
in  their  family) 

• externalize  blame 

• tend  to  deny  and  minimize 

• have  unrealistic  expectations 
of  their  partners 

• displace  anger  at  others 

• isolate  their  partners  and 
often  themselves 

• adhere  to  rigid  role  definition 
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Common  Characteristics 
of  Those  Who  Abuse 
their  Partners 

• need  to  maintain  an  over- 
adequate  facade 

• fear  the  intimacy  they  crave 

• expect  others  to  understand 
their  feelings,  but  have  little 
or  no  ability  to  empathize 
with  those  they  hurt 

• are  prone  to  depression  and 
threats  of  suicide 
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an  Abused 
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I could  not  have  written  this  letter  10  years  ago.  I was  in  the  middle 
of  a battering  situation,  and  1 didn’t  even  know  what  I thought  or 
felt  anymore,  let  alone  be  able  to  write  something  down. 

1 lived  in  it  for  12  years.  People  wonder  why  I stayed.  It’s  taken  me  a 
long  time  to  figure  out  the  reasons.  Partly,  it  was  because  just  about 
the  time  I’d  think,  “One  more  time  and  that’s  it.  I’m  leaving,”  then 
he’d  be  nice.  He  knew  just  how  far  he  could  push.  I wanted  our  mar- 
riage to  work  out,  so  when  he  was  nice,  I’d  think  maybe  this  time  it 
would  last. 

V 

He  could  be  so  loving  sometimes  and  so  cruel  other  times.  The  loving 
times  made  me  want  to  stay,  and  the  cruel  times  ground  me  down  so 
much  I couldn’t  leave  anyway.  It  took  me  a long  time  to  admit  to 
myself  that  I couldn’t  make  him  love  me  enough  to  quit  hitting  me. 

After  you’ve  been  beaten,  humiliated,  put  down,  shamed  and  in 
absolute  terror  for  years,  you’re  not  a person  anymore,  you’re  a zom- 
bie. It’s  like  I died,  I didn’t  even  cry  anymore. 

My  doctor  said,  “You  don’t  have  any  places  left  to  bruise.  How  much 
longer  are  you  going  to  put  up  with  this?”  But  I didn’t  want  to 
deprive  my  children  of  their  father.  And  after  all,  I was  his  wife.  I 
made  a lifetime  commitment. 

Besides,  where  would  I go?  When  I got  married,  I’d  had  a job,  and 
believe  it  or  not,  I had  quite  a bit  of  self-confidence.  But  after  12  years 
of  abuse  I had  no  money,  no  friends,  no  place  to  stay.  My  family  wrote 
me  off  a long  time  ago.  He  kept  telling  me  I was  worthless,  and  I 
believed  him.  How  could  a worthless  person  like  me  handle  moving, 
find  new  schools  and  a place  to  live,  and  raise  kids  alone?  There  was 
no  way  I could  find  a job  and  support  three  kids.  If  only  I hadn’t  let 
myself  become  so  dependent. 

The  night  I left  he  had  a rifle  and  was  shooting  up  the  house.  I was 
terrified  he  would  murder  the  children,  I grabbed  the  kids  in  their 
pajamas  and  ran  into  the  street.  The  neighbor’s  garage  was  unlocked 
and  we  ran  in  there.  The  neighbors  called  the  police,  but  I was  terri- 
fied he’d  find  us  and  kill  us  and  the  neighbors  before  the  police  got 
there.  I felt  terrible  about  putting  the  neighbors  in  danger,  and  humil- 
iated that  they  had  to  see  us  like  that. 
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We  stayed  that  night  at  the  neighbors’,  but  I was  terrified  the  police 
would  let  him  go  and  he’d  find  us.  The  neighbors  helped  smuggle  the 
kids  and  me  to  an  apartment  in  a different  town,  and  they  helped  me 
get  on  social  assistance.  All  the  time  I lived  there,  I was  in  terror  that 
he’d  find  us  or  kidnap  the  kids  after  school.  I had  a restraining  order 
put  on  him,  but  the  police  can’t  guard  someone  24  hours  a day. 

It  sounds  funny,  but  I worried  about  him  all  alone  in  the  house  with- 
out the  kids  and  me  to  keep  him  company.  And  1 felt  so  guilty  about 
leaving  him.  1 don’t  believe  in  breaking  up  a family.  I felt  like  such  a 
failure  as  a wife.  I’d  think  about  the  good  times  and  wonder  if  I 
should  go  back  and  try  it  again.  Then  I’d  remember  the  night  we  left 
and  knew  I could  never  go  back. 

The  kids  were  quite  a handful.  They’d  been  through  a lot  and  had  a 
hard  time  adjusting  to  the  new  school  and  the  new  town.  And  I was 
so  strung  out.  I’d  be  screaming  at  them  one  minute  and  hugging  them 
the  next.  It  was  a rough  time  for  all  of  us. 

The  best  thing  that  happened  to  me  was  meeting  another  woman 
who  had  been  through  the  same  thing.  I found  out  I wasn’t  crazy  and 
I wasn’t  worthless  and  I wasn’t  the  only  one.  She  introduced  me  to  a 
few  other  people,  and  gradually  I started  getting  myself  put  back 
together.  1 wish  I had  met  someone  like  her  10  years  earlier. 

I’ve  been  on  my  own  for  six  years  now.  I have  a job  and  the  kids  are 
pretty  well  settled  down.  Sometimes  I still  have  nightmares,  but 
mostly  I’m  doing  okay.  I’m  even  starting  to  like  myself.  I’m  becoming 
a human  being  again  instead  of  zombie  and  it’s  kind  of  nice. 
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Introduction 

The  linked  circles  demonstrate  the  coexistence,  as  well  as  the  inde- 
pendent existence,  of  the  cycle  of  violence  and  the  cycle  of  substance 
use.  Many  people  use  substances  and  are  not  violent;  much  violence  occurs 
without  substance  involvement.  This  module  addresses  where  the  cycle  of 
violence  overlaps  with  the  cycle  of  substance  use. 

Alcohol  or  other  drug  use  coexists  with  violence  against  women  and 
children  in  relationships  in  three  key  situations: 

1)  the  coexistence  of  experiencing  violence  in  an  adult  relationship  and  the 
use  of  drugs 

2)  the  coexistence  of  a history  of  violence  in  childhood  and  the  subsequent 
use  of  drugs 

3)  the  coexistence  of  violent  behavior  and  the  use  of  drugs. 
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The  addictions  field  and  the  family  violence  field  have  developed  sepa- 
rately. Often,  there  has  been  recognition  of  the  coexistence  of  the  two  prob- 
lems in  one  family,  but  the  complex  nature  of  the  connection  has  only 
recently  been  studied.  Some  areas  of  conflicting  opinions  within  the  fields 
have  existed.  Areas  of  ongoing  exploration  include  the  issues  of  how  to 
assign  responsibility  for  treatment  when  both  problems  are  present  - 
whether  to  deal  with  alcohol  and  drug  abuse  first,  or  whether  to  address 
problems  related  to  an  individual’s  experiences  with  violence  or  their  violent 
behavior  first  - and  which  forms  of  counselling  to  use. 

One  of  the  major  concerns  has  been  whether  the  initial  focus  of 
intervention  should  be  on  violence  or  on  alcohol  and  drug  issues.  Violence 
against  women  and  children  has  been  seen  as  symptomatic  of  addiction  in 
those  who  are  violent.  Family  violence  workers  fear  the  safety  risk  that  arises 
if  addiction  workers  assume  that  the  violent  behavior  will  cease  when  alcohol 
and  drug  use  is  stopped.  Addiction  workers  are  concerned  that  alcohol  and 
drug  problems  in  those  who  have  expenenced  abuse  are  seen  solely  as  symp- 
tomatic of  the  trauma  of  violence.  They  fear  that  family  violence  workers  will 
assume  that  alcohol  or  drug  abuse  will  cease  when  safety  is  restored.  Neither 
assumption  is  correct,  as  workers  in  both  fields  have  seen  again  and  again. 

The  challenges  posed  by  the  differences  between  the  two  fields  can  be 
tempered  with  increased  training  and  networking,  as  well  as  with  the 
strength  of  some  shared  traditions.  Both  fields  emerged  from  grassroots 
movements  and  stimulated  the  development  of  programs  and  services.  Both 
have  roots  in  self-help  and  group  work  and  strong  commitments  to  the  goals 
of  prevention,  public  awareness  and  effective  social  policy. 

Reconciling  the  differences  between  the  two  fields  can  lead  to 
invaluable  information  sharing.  The  family  violence  field’s  focus  on  societal 
factors  as  underlying  causes  has  led  the  addictions  field  to  consider  gender 
differences  of  those  with  alcohol  and  drug  problems  and  to  develop  more 
appropriate  programs.  At  the  same  time,  models  based  on  drug  relapse  pre- 
vention techniques  pioneered  in  the  addictions  field  are  now  being  used 
when  working  with  those  who  sexually  abuse  children. 

This  module  presents  findings  from  some  of  the  research  on  alcohol 
and  drug  use  among  those  who  have  experienced  abuse  and  among  those 
who  abuse  others.  It  also  provides  a few  of  the  explanations  that  have  been 
offered  to  explain  this  coexistence.  This  information  can  become  a means  of 
greater  understanding  between  the  two  fields  and  it  can  help  enhance  their 
interconnection. 


INTRODUCTION 


2 


The 

Coexistence 

of  THE 

Two 

Problems 

The  coexistence  of  two 
behaviors  or  conditions 
is  different  from  one  behav- 
ior or  condition  being  the 
cause  of  another.  If  one 
behavior  is  stopped,  the  oth- 
er does  not  automatically 
stop  as  well.  This  is  the  case 
with  drug  and  alcohol  use 
and  violence  against  women 
and  children  in  relation- 
ships. They  may  coexist  and 
they  may  have  an  impact  on 
each  other,  but  they  are  not 
the  cause  of  one  another. 


Alcohol  and  Drug  Use  Among 
Those  Who  Have  Been  Abused 


Use  Among  Women 
Who  Experience  Abuse 
as  Adults 

Emerging  reports  from  po- 
pulation surveys  indicate 
a higher  prevalence  of  drug  use 
among  those  who  haVe  experi- 
enced violence  than  in  the 
general  population.  A recent 
national  survey  of  12,300 
women  conducted  by  Statistics 
Canada  found  that  over  one- 
quarter  of  ever-married  women 
who  have  lived  with  violence 
reported  using  alcohol,  drugs 
or  medication  to  help  them  cope 
with  their  situation  (Statistics 
Canada,  1994).  This  included 
12  per  cent  who  used  alcohol, 
nine  per  cent  who  used  drugs 
or  medication,  and  five  per  cent 
who  used  both  alcohol  and 
drugs  or  medication. 

Results  of  another  recent 
Canadian  study  conducted  by 
Ratner  (1993)  revealed  that  16 
per  cent  of  physically  abused 
wives  were  also  alcohol  depen- 
dent. This  figure  represents  a 
rate  that  is  eight  times  greater 
than  the  rate  for  those  who 
had  not  been  abused. 

An  earlier  survey  of  2,100 
women  living  with  male  partners 
conducted  by  Groeneveld  and 
Shain  (1989),  indicated  a higher 
prevalence  of  psychoactive  drug 
use  among  women  who  had 


experienced  abuse  in  comparison 
to  those  who  had  not  experi- 
enced abuse. 

• The  highest  rate  of  prescription 
and  over-the-counter  medica- 
tion use  was  reported  by 
women  who  were  sexually 
abused  as  adults. 

• More  women  who  had  experi- 
enced physical  abuse  by  their 
partners  tended  to  use  sleeping 
pills  (40%  more  women)  and 
sedatives  (74%  more  women) 
than  women  who  had  not  been 
abused. 

• Illicit  drug  use  (marijuana, 

LSD,  cocaine,  speed,  etc.)  was 
many  times  higher  among 
those  who  had  experienced 
violence  than  among  the  non- 
abused  group. 

Use  Among  Those 
Who  Experienced  Abuse 
as  Children 

A recent  American  study  (Miller 
and  Downs,  1993)  found  that  66 
per  cent  of  women  in  alcoholism 
treatment  programs  had  a history 
of  childhood  sexual  abuse.  Other 
studies  have  found  that  more 
alcohol-dependent  women  expe- 
rienced childhood  incest  than 
non-alcohol  dependent  women 
(Hurley,  1991). 

The  Groeneveld  and  Shain 
study  also  found  that  women 
who  were  sexually  abused  as 
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children  reported  the  second 
highest  rate  of  licit  drug  use  in 
comparison  to  respondents  who 
had  not  been  abused. 

• The  prevalence  of  anti- 
anxiety drug  use  was 
three  times  higher. 

• Use  of  sleeping  pills 
was  two  times  higher. 


A similar  picture  emerges  for 
women  who  were  physically 
abused  as  children  by  their  par- 
ents, as  compared  to  women  who 
had  not  experienced  such  abuse. 

• Twice  as  many  women  reported 
using  sedatives. 

• Approximately  50  per  cent  more 
reported  using  sleeping  pills. 
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Alcohol  and  Drug  Use  Among 
Those  Who  Abuse  Others 


The  first  links  between  the 
use  of  alcohol  and  drugs  and 
violent  behavior  were  suggested 
by  the  temperance  movement, 
which  flourished  at  the  turn  of 
the  century.  The  movement 
blamed  alcohol  for  many  of  the 
social  ills  that  plagued  society, 
including  violence  in  the  home. 

The  temperance  movement 
concentrated  only  on  alcohol  - 
the  drug  of  choice  at  that  time. 
Their  view  clearly  supported 
the  belief  that  alcohol  caused 
family  violence.  Eliminate  alco- 
hol, they  said,  and  the  violence 
would  stop. 

After  the  temperance  move- 
ment declined,  people  still  clung 
to  the  belief  that  alcohol  caused 
violence  and  that  violence  would 
stop  when  drinking  stopped. 

This  misconception  still  exists 
today,  about  both  alcohol  and 
other  drugs.  The  following  sec- 
tions should  help  dispel  this 
and  other  related  myths  about 
the  relationship  between  drug 
use  and  violence  against  women 
and  children. 

Use  Among  Those 
Who  Abuse  Partners 

Alcohol  is  the  most  studied  drug 
in  relation  to  violence.  Research 
and  clinical  experience  have 
demonstrated  that  most  men  who 
batter  their  partners  do  not  have 
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a consistent  pattern  of  alcohol 
use  and  violence.  Most  men  who 
abuse  their  partners  are  moderate 
drinkers  or  even  abstainers  (this 
includes  those  in  recovery).  A 
minority  tend  to  batter  only 
after  excessive  alcohol  use  and 
many  (19  per  cent)  never  abuse 
their  wives  when  they  drink 
(Eberle,  1982).  Additionally, 
many  problem  drinkers  and 
illicit  drug  users  are  violent  even 
when  they  are  not  using  alcohol 
or  other  drugs. 

Abuse  of  Partners 
Among  Problem  Drinkers 

While  drinking  in  and  of  itself 
does  not  cause  violence,  studies 
show  that  problem  drinkers, 

(i.e.,  those  who  drink  excessive- 
ly) are  far  more  likely  to  abuse 
their  partners  than  are  abstainers. 
One  study  suggests  that  the  rate 
is  15  times  higher  among  prob- 
lem drinkers  and  seven  times 
higher  among  alcoholics  than 
among  abstainers  or  moderate 
drinkers  (Straus  et  al.,  1980). 

In  addition,  problem  drinkers 
who  abuse  their  partners  are 
more  likely  than  other  abusers  to 
abuse  when  they  are  intoxicated. 
Hamilton  and  Collins  (1981) 
found  that  almost  half  of  abusers 
who  were  problem  drinkers  were 
drinking  when  they  assaulted 
their  partners.  In  comparison, 
only  one  in  five  abusers  who 
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were  moderate  drinkers  were 
drinking  at  the  time  of  the 
violence. 

The  correlation  between  vio- 
lent behavior  and  problem  drink- 
ing is  probably  more  a result  of 
the  common  roots  of  both  prob- 
lems, rather  than  a causal 
relationship  between  them.  This 
issue  is  explored  later  in  this 
module  in  the  section  Explana- 
tions of  the  Link  on  page  9. 

Use  Itself  Does  Not  Cause  Violence 

If  most  abuse  occurs  in  the 
absence  of  drug  and  alcohol  use, 
why  is  the  public  perception  to 
the  contrary?  The  previously  cit- 
ed studies  indicate  that,  in  some 
cases,  those  who  abused  their 
partners  used  alcohol  or  drugs  at 
the  time  of  the  assault.  And,  in 
many  cases,  the  assault  may  be 
particularly  severe  if  the  abuser  is 
under  the  influence  of  alcohol  or 
drugs.  The  public  perception  of 
the  role  of  alcohol  and  drugs  in 
violence  against  women  in  rela- 
tionships is  distorted  because 
only  the  most  severe  cases  are 
exposed  publicly  (i.e.,  seen  by 
police  and  shelter  workers,  pre- 
sented in  the  media). 

The  characteristics  of  abuse,  as 
outlined  in  Module  Two,  clearly 
indicate  that  abusive  behavior  is 
controllable.  It  occurs  in  the 
home  for  the  most  part,  and 
those  who  abuse  may  wait  for  a 
considerable  time  to  abuse 
another,  until  the  situation  is 
under  their  control.  For  example, 
the  man  who  gets  drunk  at  a par- 


ty may  get  angry  or  feel  threat- 
ened at  the  party,  but  waits  to 
beat  up  his  wife  at  home.  If 
alcohol  caused  the  violence,  why 
didn’t  he  beat  her  up  at  the  par- 
ty? He  chose  to  drink,  he  chose 
to  wait,  and  he  chose  to  abuse. 
The  substance  just  made  it  easier. 

After  he  had  been  in  treatment 
for  a considerable  time,  a man 
who  had  abused  reported  : 

“I  used  to  believe  that  the 
alcohol  made  me  abuse. 
When  I look  back  on  it 
now,  I know  I wanted  to 
abuse  and  the  alcohol 
made  it  easier.  I didn’t 
have  to  think  about  it 
until  after.  By  then,  I had 
done  what  I wanted  to.” 

There  were  also  times  he  had 
abused  when  he  had  not  been 
drinking,  because  the  circum- 
stances of  privacy  and  control 
were  already  in  place. 

It  is  often  thought  that  quitting 
drinking  will  solve  the  abuse 
problem,  or  stopping  the  abuse 
will  solve  the  alcohol  and  drug 
problem.  Alcohol  use  itself  does 
not  cause  violence.  Therefore,  it 
would  be  naive  to  think  that 
stopping  drinking  will  eliminate 
violence  against  women  in  rela- 
tionships. However,  there  may  be 
some  positive  consequences  from 
stopping  drinking,  especially  if 
help  is  sought.  Conversely,  an 
end  to  the  violence  does  not 
mean  an  end  to  alcohol  and  drug 
use.  Even  when  the  abuse  stops, 
the  abuser  and/or  the  abused  may 
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continue  problematic  use  of  alco- 
hol or  drugs  out  of  psychological 
or  physical  dependence. 

Use  Among  Those 
Who  Abuse  Children 

Physical  Abuse 

Alcohol  is  the  most  widely  stud- 
ied drug  in  relation  to  the  physi- 
cal abuse  of  children.  Therefore, 
most  of  the  statistics  presented  in 
this  section  will  deal  solely  with 
alcohol  issues.  Unfortunately, 
authorities  have  to  rely  on  self- 
reporting  or  observations  made 
by  hospital  staff  to  detect  most 
cases  of  abuse  of  children.  A 
parent  who  was  drinking  at  the 
time  of  an  offence  may  have 
sobered  up  by  the  time  he  gets 
to  the  hospital,  or  he  may  not 
be  the  one  who  accompanies 
the  child  to  the  hospital. 

Gil  (1975)  attempted  to  esti- 
mate how  often  those  who  are 
violent  were  intoxicated  when 
they  physically  abused  a child. 
This  study  also  examines  other 
factors  that  triggered  abuse  and 
compares  the  role  of  alcohol  to 
these  other  factors.  Other  factors 
were  cited  far  more  often. 

• Alcohol  was  cited  as  a factor  in 
13  per  cent  of  cases. 

• The  anger  of  the  parent  was  a 
factor  in  63  per  cent  of  cases. 

• A reaction  to  the  child’s  be- 
havior was  cited  in  73  per  cent 
of  cases. 

While  the  use  of  alcohol  has 
not  been  shown  to  cause  child 
abuse,  several  studies  suggest 


that  problem  drinkers  may  be 
more  likely  to  abuse  their 
children. 

• Coleman  (1987)  reports  that 
fathers  who  got  drunk  often 
were  twice  as  likely  to  abuse 
children,  compared  to  fathers 
who  were  never  or  rarely 
drunk.  Interestingly  though, 
parents  who  were  drunk  almost 
all  the  time  had  lower  rates  of 
child  physical  abuse. 

• Famularo  et  al.  (1986)  showed 
that  the  rate  of  alcoholism 
among  parents  who  physically 
abuse  their  children  is  three 
times  higher  for  mothers 

and  eight  times  higher  for 
fathers  than  among  non- 
abusive  parents. 

The  Cycle 

Studies  have  reported  that 
from  25  to  57  per  cent  of  men 
who  beat  their  partners  also 
abuse  their  children  (Stordeur 
& Stille,  1989).  Some  instances 
of  child  abuse  may  be  related  to 
partner  abuse.  A father  who 
beats  his  wife  may  then  beat 
his  children,  perhaps  for  inter- 
vening, trying  to  intervene,  or 
other  reasons. 

As  with  partner  abuse,  alcohol 
seems  to  be  part  of  a complex 
relationship  that  usually  has  its 
roots  in  the  abuser’s  own  child- 
hood and  the  drinking  patterns 
of  his  or  her  parents.  It  is  well 
established  that  those  who  have 
been  abused  as  children  are  more 
likely  to  abuse  their  own  child- 
ren. Although  a previous  history 
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of  abuse  is  not  the  cause  of  child 
abuse,  it  may  be  a contributing 
factor. 

In  51  cases  of  reported  abuse, 
Behling  (1979)  found  that: 

• Sixty-nine  per  cent  of  families 
had  at  least  one  parent  who  was 
a problem  drinker. 

• Forty-seven  per  cent  of  abusing 
parents  had  been  abused  them- 
selves, and  of  these,  92  per  cent 
had  parents  who  were  problem 
drinkers. 

Sexual  Abuse 

It  is  difficult  to  ascertain  the  role 
that  alcohol  may  play  in  sexual 
abuse  of  children.  Although 
research  on  the  involvement  of 
alcohol  in  child  sexual  abuse 
dates  back  several  decades,  most 
studies  have  had  problems  with 


methodology.  The  main  problem 
has  been  that  the  experience  of 
trauma  left  the  children  unable  to 
reliably  indicate  whether  the 
offender  was  under  the  influence 
of  alcohol  or  other  drugs  at  the 
time  of  the  offence,  or  whether 
the  offender  had  a regular  pattern 
of  drug  use.  Some  abused 
children  are  not  old  enough  to 
understand  or  report  on  drug  use 
patterns. 

Abusers’  self-reports  cannot  be 
considered  reliable.  Research  dat- 
ing back  to  the  1930s  showed 
that  those  who  abused  often  used 
drunkenness  as  an  excuse  for 
their  actions.  It  seems  that  most 
offenders  preferred  to  be  labelled 
an  alcoholic  rather  than  a child 
abuser. 
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EXPLANATIONS  Women  and  Children  Who  Experience 
of  the  Link  Violence  and  the  Link 


The  following  sections 
present  a discussion  of 
various  attempts  that  have 
been  made  to  explain  the 
link  between  the  use  of  alco- 
hol and  drugs  and  violence 
against  women  and  children 
in  relationships.  The  first 
major  section  discusses  the 
link  between  a woman’s  or 
child’s  experiences  with  vio- 
lence and  the  subsequent 
use  of  alcohol  and  drugs. 

The  second  major  section 
presents  models  and  theo- 
ries that  have  been  put  for- 
ward to  address  the  coexis- 
tence of  alcohol  and  drug 
use  and  violent  behavior. 


What  links  substance  abuse 
and  violence  against 
women  and  children?  To  under- 
stand this  link,  we  must  first 
comprehend  the  full  impact 
of  violence  against  women  and 
children  in  relationships.  You 
might  wish  to  refer  to  Module 
Two  to  review  how  those 
involved  are  affected  by  needs, 
abilities,  beliefs,  attitudes,  and 
limitations  in  handling  abuse, 
as  well  as  the  access  or  lack  of 
access  to  a social  support  system. 
In  the  case  of  adult  survivors  of 
childhood  abuse,  it  is  important 
to  understand  the  effects  of 
abuse  on  the  child,  as  well  as  the 
later  long-term  effects  on  that 
same  person  as  an  adult  survivor 
of  abuse. 

There  is  an  emerging  under- 
standing about  the  abusive 
process,  the  long-term  impli- 
cations for  those  who  have 
experienced  violence,  and  the 
potential  effects  on  drug-using 
behavior  after  the  incident. 
However,  attempts  to  predict 
the  exact  effect  of  a particular 
abusive  incident(s)  deny 
the  individual’s  right  to  her 
own  feelings  and  coping 
abilities. 

Development  of  the  Link 

There  are  processes  by  which 
individuals  who  have 


experienced  abuse  may  come  to 
use  alcohol  and  other  drugs  to 
cope.  These  coping  mechanisms 
are  applicable  whether  the  indi- 
vidual is  dealing  with  current 
abuse  or  a history  of  abuse. 

Drugs  may  be  used  in  different 
contexts  and  in  response  to 
various  needs.  Examples  include 
the  need  to  self-medicate: 

• to  reduce  the  physical  and 
emotional  pain  and  anxiety 
caused  by  abuse 

• to  reduce  anxiety  related 
to  the  dissociative  process 

• to  reach  blocked  feelings. 

To  Reduce  Emotional  Pain 

Many  women  who  have  ex- 
perienced violence  soon  learn 
that  psychoactive  drugs  can 
reduce  their  pain  and  provide  at 
least  temporary  relief  from  bad 
memories  and  painful  feelings. 
For  many,  drug  use  is  the  only 
means  to  free  themselves  from 
painful  feelings. 

Feelings  reported  by  those 
who  have  experienced  violence 
include: 

• guilt 

• depression 

• internalized  anger 

• fear 

• anxiety 

• shame 

• unresolved  grief 

• sense  of  abandonment 

• loss  of  self-esteem. 
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Psychoactive  drugs  can  give 
the  user  feelings  of: 

• comfort 

• safety 

• confidence 

• sense  of  separateness 
from  problems 

• being  in  control. 

With  psychoactive  drugs, 
painful  feelings  will  resurface, 
however,  if  the  violence-related 
problems  are  not  resolved.  As 
long  as  this  is  the  case,  the  need 
to  reduce  the  painful  feelings  will 
also  continue.  If  drugs  are  used 
to  cope,  the  need  to  medicate 
may  become  chronic.  Over  time, 
this  can  lead  to  a serious  drug 
dependence  problem. 

It  is  important  to  recognize 
that  anxiety  is  not  a continuous 
part  of  the  existence  of  every  per- 
son who  has  been  abused.  They 
may  experience  high  anxiety  only 
periodically  - for  example,  in  a 
dream  or  flashback  (an  episode 
in  which  a person  relives  a trau- 
matic experience).  Even  if  drug 
use  is  limited  to  high-anxiety 
periods,  and  dependence  is  not  a 
concern,  it  may  be  detrimental 
because  it  can  hinder  the  resolu- 
tion of  the  real  problem  - the 
violent  experience. 

The  Dissociative  Process 

The  dissociative  process,  also 
known  as  dissociation,  can  be  the 
response  to  any  trauma,  but  it  is 
most  often  linked  to  sexual  abuse 
and  severe  physical  abuse.  Disso- 
ciation is  the  ability  to  fragment 
one’s  experience.  This  ability  is  a 


service  to  the  ego.  To  protect  the 
self  from  unbearable  emotional 
pain,  experiences  are  blocked 
from  conscious  awareness.  This 
continues  until  the  person  who 
has  been  abused  feels  safe  to  deal 
with  these  memories. 

Clinical  reports  suggest  that 
some  people  who  have  been 
abused  as  children  learn  to  block 
abusive  memories  from  con- 
scious awareness.  But  these 
memories  often  surface  in  dreams 
or  are  manifested  in  the  form  of 
free-floating  anxiety.  In  these  cas- 
es, although  the  memory  of  vio- 
lence is  safely  locked  away,  the 
feelings  of  unfocused  anxiety  and 
anger  remain.  Those  who  have 
been  abused  may  self-medicate  or 
ask  their  physician  to  prescribe 
drugs.  Not  being  aware  of  the 
violent  history,  the  physician  may 
prescribe  psychoactive  drugs  to 
relieve  the  symptoms.  (Physi- 
cians seldom  ask  patients  about 
interpersonal  relationships,  and 
even  if  they  do  ask,  a history  of 
violence  is  generally  not  dis- 
closed by  patients  because  of 
their  fear,  blocked  memories  or 
other  reasons.) 

Without  other  intervention  to 
resolve  the  abuse-related 
problems,  a secondary  problem 
of  inappropriate  drug  use,  or 
even  dependence,  can  result. 
Until  the  issues  related  to  family 
violence  are  dealt  with,  the  emo- 
tional pain  and  ongoing  reliance 
on  drugs  will  remain.  Over  time, 
the  person  who  has  been  abused 
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may  become  entrapped  in  the 
anxiety-drug  use  cycle.  This  can 
lead  to  drug  dependence,  which 
the  person  who  has  been  abused 
may  not  overcome,  until  she  is 
aware  of  the  violence  and  begins 
a process  of  healing. 

Blocked  Feelings 

Many  women  who  have  been 
abused,  especially  tho^e  who 
have  experienced  childhood  sex- 
ual abuse,  first  learn  to  tune  out 
or  block  feelings  during  the  abu- 
sive incident.  They  generalize 
this  process  to  other  situations. 
The  suppression  of  feelings  often 
serves  as  a defence.  Later,  this 
can  hinder  the  ability  to  make 
contact  with  feelings.  Conse- 
quently, drugs  can  create  feeling 
states  that  the  person  wants,  but 
can’t  otherwise  experience. 

It  has  been  reported  that 
young  people  who  have  been 
abused  start  to  use  drugs  earlier 
and  become  multi-drug  users 
more  often  than  their  peers. 

Their  early  start  relates  to  the 
need  to  medicate  their  pain, 
while  multi-drug  use  relates  to 
their  need  to  experience  various 
emotional  states  safely. 

Women  Who 
Experience  Violence 
Women  cope  with  abusive  rela- 
tionships in  many  different  ways, 
including  taking  psychoactive 
drugs.  Drugs  might  seem  an 
attractive,  viable  option  to  a 
woman  who  feels  trapped  in  an 
abusive  relationship.  Drugs,  espe- 


cially prescription  medications, 
are  generally  accessible,  and  drug 
use  might  be  more  socially 
acceptable  than  flight  from  the 
abuse.  Drugs  may  be  a woman’s 
only  perceived  way  to  reduce 
anxiety. 

Psychoactive  drugs  help  the 
user  dissociate  from  feelings  of 
anxiety  and  fear.  They  can  induce 
false  feelings  of  confidence  and 
control  and  can  provide  tempo- 
rary relief  from  anxiety  caused  by 
abuse  or  the  anticipation  of 
abuse.  However,  drug  use  can 
increase  the  risk  of  injury,  create 
further  barriers  to  seeking  assis- 
tance and,  over  an  extended 
time,  can  lead  to  a serious  drug 
dependence  problem. 

Using  psychoactive  drugs 
impairs  the  woman’s  judgment 
and  provides  her  with  an  unreal- 
istic sense  of  control  over  violent 
and  potentially  violent  situations. 
This  decreases  her  ability  to  pro- 
tect herself  physically.  Further- 
more, lessening  the  physical  and 
emotional  pain  of  abuse  can 
gradually  diminish  the  signifi- 
cance of  these  abusive  episodes 
in  the  woman’s  mind.  The  severi- 
ty of  abuse  generally  increases, 
but  the  person  who  is  being 
abused  may  not  recognize  this. 
Consequently,  she  increases  her 
chances  of  being  seriously  hurt 
by  the  abuser. 

A woman’s  alcoholism  or  drug 
addiction  may  also  be  used  by 
her  partner  as  an  excuse  for 
violence.  Abusive  partners  may 
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say,  “I  wouldn’t  need  to  beat  you 
if  you  were  a proper  wife  and 
mother.”  He  uses  abuse  and 
violence  in  a misguided  attempt 
to  control  her  use  of  alcohol 
and  drugs. 

Children  Who 
Experience  Violence 
Family  violence  affects  children 
and  adults  in  fundamentally  dif- 
ferent ways.  While  family 
violence  is  painful  for  people  of 
all  ages,  abuse  of  a child  can 
interrupt  the  child’s  sense  of  self, 
concept  of  self-worth,  and  feel- 
ings of  adequacy  and  dignity  as  a 
human  being.  For  a more  in- 
depth  discussion  of  the  effects  of 
boundary  violation,  refer  back  to 
Module  Two,  pages  25  to  27. 

Since  help  is  not  accessible  to 
the  child  without  adult  interven- 


tion, the  child  must  build  defen- 
ces to  cope  with  the  abuse.  De- 
fence mechanisms,  such  as  dis- 
sociation, serve  an  important 
function.  They  protect  the  abused 
child’s  self-esteem  and  defend  the 
child  against  excessive  anxiety. 
Defence  mechanisms  help  the 
child  survive  and  endure  the 
physical  and  emotional  traumas. 

However,  escaping  pain 
through  defence  mechanisms  has 
a negative  side:  the  child  may  not 
learn  other  ways  to  resolve  events 
and  feelings.  Unresolved  events 
and  feelings  are  common  among 
those  who  have  experienced 
child  abuse,  and  subsequent  sub- 
stance use  helps  the  person  to 
cope  with  these  feelings  and 
events.  This  can  happen  in  ado- 
lescence or  in  adult  life. 
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Today  we  recognize  that  the 
use  of  alcohol  and  other 
drugs  does  not,  in  and  of  itself, 
cause  violence.  But  in  combina- 
tion with  other  factors,  it  can 
increase  the  likelihood  \of  aggres- 
sive behavior.  Current  research 
findings  conclude  that  the  rela- 
tionship is  multi-dimensional. 
The  relationship  has  been  exam- 
ined by  several  sets  of  models 
and  theories. 

Fagan’s  Model  of  Aggression 
The  relationship  between  drug 
use  and  aggression  in  general,  or 
family  violence  in  particular,  is 
complex.  Whether  alcohol  or 
other  drugs  will  lead  to  violence 
on  a particular  occasion  is  deter- 
mined by  the  interplay  of  many 
different  factors.  The  user’s  per- 
sonality, social  and  cultural 
beliefs,  and  the  experience  with  a 
particular  substance  are  all  a part 
of  each  situation. 

The  complex  relationship 
between  aggression  and  drug  use 
is  illustrated  by  the  following 
model  developed  by  Fagan 
(1990).  Key  factors  adapted  from 
Fagan’s  Model  of  Aggression 
include: 

• individual  factors 
• cultural  beliefs 
• social  controls 
(formal  and  informal) 


• selection  and  use  of  substances 

• setting  and  social  context 

• cognition/expectation. 

Individual  Factors 

Individual  factors  include: 

• personality 

• family  history 

• demographics,  such  as  age  and 
socio-economic  status. 

A personality  factor  refers  to 
an  individual’s  tendency  to  use 
violence  to  resolve  interpersonal 
conflicts.  The  “habit  strength”  of 
this  tendency  increases  through 
the  social  reinforcement  of  past 
experiences.  This  occurs  during 
the  individual’s  social  and 
personal  development,  and  dur- 
ing exposure  to  violence, 
especially  in  the  home. 

Other  personality  traits  that 
may  be  associated  with  the  per- 
petration of  violence  include 
clinically-diagnosed  depression 
and  sociopathic  (anti-social) 
behavior.  While  most  men  who 
are  abusive  are  not  psychiatrical- 
ly  disordered,  those  who  are 
“dually  disordered”  (i.e.,  have  a 
coexistent  substance  abuse  prob- 
lem and  psychiatric  disorder) 
exhibit  greater  levels  of  violence 
and  are  more  difficult  to  treat.  As 
discussed  in  Module  Two,  men 
who  abuse  tend  to  have  emotion- 
al and  interpersonal  problems 
that  often  have  their  roots  in 
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their  family  background.  The  use 
of  substances  can  exacerbate  the 
effect  of  these  difficulties  by  fur- 
ther impairing  decision-making, 
interpretation  and  concentration. 

Family  history  is  important, 
from  both  a genetic  and  a social 
learning  perspective.  Personality 
and  temperament  factors  may  be 
passed  down  through  families 
biologically. 

The  powerful  force  of  social 
learning,  which  originates  within 
the  family,  is  particularly  strong 
when  it  comes  to  learning  what  is 
“normal.”  This  refers  to  family 
interactions,  communicating,  ful- 
filling needs  and  wants,  respect- 
ing each  other’s  boundaries,  and 
using  alcohol  and  other  drugs. 
Learned  normative  behavior  - 
about  the  family,  the  use  of  alco- 
hol and  other  drugs,  and  the  use 
of  violence  - is  particularly  rele- 
vant here. 

Cultural  Beliefs  and  Social  Controls 

Cultural  beliefs  include  beliefs 
about  socially  accepted  behaviors 
associated  with  the  use  of  each 
psychoactive  drug  and  the  mean- 
ing ascribed  to  particular  sub- 
stances within  a culture  (e.g., 
ceremonies,  spiritual  or  religious 
uses,  social  interaction).  Cultural 
norms  determine  the  settings  that 
influence  where  and  when  indi- 
viduals choose  to  use  particular 
substances.  Cultural  beliefs, 
which  judge  particular  behaviors, 
impose  informal  social  controls 
that  inhibit  people  from  behaving 
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certain  ways.  For  example,  it  is 
taboo  for  women  in  many 
cultures  to  display  signs  of 
intoxication. 

Cross-cultural  studies  have 
found  that  alcohol  is  associated 
with  violence  in  some  cultures, 
but  not  in  others.  The  association 
of  alcohol  with  a greater  inci- 
dence of  violence  seems  to  be 
related  to  cultural  norms  regard- 
ing alcohol.  Research  shows  that 
the  use  of  alcohol  tends  to  be 
associated  more  with  violence  in 
cultures  where  alcohol  is  used  as 
a “time  out”  or  as  “an  excuse”  for 
less  socially  acceptable  behavior. 
This  is  evident  in  Canadian  cul- 
ture, where  the  choice  to  use 
alcohol  is  often  made  to  provide 
an  excuse  for  deviant  behavior. 

Formal  social  controls  include 
laws  and  the  application  of  laws. 
Formal  social  controls  can  influ- 
ence and  be  influenced  by  cultur- 
al beliefs.  For  example,  a legal 
system  that  gives  less  severe 
sentences  to  those  who  commit 
violent  crimes  (e.g.,  wife  assault) 
while  under  the  influence  of 
alcohol,  sends  a strong  message 
to  society  and  reinforces  attitudes 
and  beliefs.  Over  time,  as  atti- 
tudes change,  formal  social  con- 
trols can  change  too;  but  this  is 
usually  a lengthy  process. 

Selection  and  Use  of 
Substances/Setting 
and  Social  Context 

These  factors  include  where  and 
with  whom  substance  use  occurs. 
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These  influence  the  choice  of 
substance,  convey  the  rules  and 
norms  of  acceptable  behavior, 
affect  the  cognitive  interpretation 
of  the  situation,  and  determine 
the  probability  of  aggression  in 
that  situation. 

Guided  by  past  experience, 
people  select  substances  and 
amounts  that  suit  a particular 
occasion.  For  example,  someone 
who  wants  to  reduce  anxiety 
while  at  home  might  choose  a 
sleeping  pill.  Someone  who 
wants  to  reduce  anxiety  while  at 
a party  or  other  social  setting 
would  likely  choose  alcohol. 

The  setting  also  influences  how 
one  behaves,  even  if  the  substance 
used  is  the  same.  We  expect  peo- 
ple drinking  in  the  social  setting 
of  a piano  lounge  to  behave  differ- 
ently from  those  drinking  in  a 
rough  bar,  where  violence  might 
be  more  acceptable. 

The  effect  of  social  context  is 
illustrated  by  the  following  ex- 
ample. An  argument  with  one’s 
spouse  is  likely  to  take  on  a very 
different  flavor  from  a disagree- 
ment with  one’s  boss,  even  if  it 
occurs  at  the  same  intoxication 
level  and  concerns  a similar  issue. 
The  power  structure  within  the 
social  context  is  an  important  fac- 
tor, especially  in  the  latter  case. 

The  complexity  of  the  link 
between  the  use  of  alcohol  and 
partner  abuse  as  it  relates  to  the 
social  context,  is  shown  by  the 
previously  cited  example  of  the 


man  who  gets  drunk  at  a party 
with  his  wife,  but  waits  until  they 
get  home  to  assault  her.  Clearly, 
if  the  alcohol  represented  a sim- 
ple cause  of  the  violence,  he 
would  not  wait  until  they  were  in 
a setting  where  abuse  is  more 
“socially  acceptable,”  or  hidden 
from  social  scrutiny 

Cognition/Expectation 

Many  factors  determine  whether 
alcohol  or  other  drugs  will  lead 
to  violence  on  a particular  occa- 
sion. The  user’s  personality,  social 
and  cultural  beliefs,  and  experi- 
ence with  a particular  substance 
are  carried  into  each  situation. 
How  this  historical  knowledge  is 
applied  depends  on  the  particular 
situation  and  the  user’s  interpre- 
tation of  it. 

Three  factors  are  determined 
by  the  social  learning  process: 

• perception  of  the  expected 
environment  (“Do  1 expect  vio- 
lence to  be  associated  with 
alcohol  use  in  this  situation?”) 

• personality  variables  such  as 
perceived  threat  to  ego  or  self- 
esteem (“Do  I feel  threatened 
emotionally?”) 

• responses  to  the  substance 
itself  (“How  does  alcohol  make 
me  feel?”) 

Family  of  Origin  Theories 

These  theories  consider  the 
effects  of  growing  up  in  a family 
whose  norms,  values,  and  roles 
are  shaped  by  alcohol  and  drug 
use.  These  families  often  create 
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unsafe  environments  in  which 
children  cannot  develop  self- 
esteem or  learn  coping  behaviors 
that  could  help  them  make  good 
decisions  and  plan  for  a socially 
productive  future. 

The  effects  of  parental  alcohol 
and  drug  use  depend,  among 
other  things,  on: 

• the  severity  of  family  dys- 
function 

• the  support  available  to  the 
children  and/or  partner. 
Children  from  problematic 

alcohol  and/or  drug  using  fami- 
lies often  lack: 

• trust 

• experience  with  the  range  of 
“normal”  feelings 

• experience  with  normal  inter- 
personal interactions. 

Children  may  become: 

• preoccupied 

• self-blaming 

• ashamed 

• despairing  of  the  family 
situation. 

Likely  results  include  school 
difficulties,  self-medication,  vul- 
nerability to  exploitation,  attrac- 
tion to  relationships  with  other 
individuals  with  problems,  and 
various  attempts  to  escape  the 
situation  through  alcohol  and 
other  drugs.  Incest,  child  sexual 


abuse,  violence,  and  other  forms 
of  abuse  occur  more  frequently  in 
homes  where  there  is  significant 
alcohol  and  drug  use. 

Development 
Disruption  Theories 

These  theories  state  that  the  use 
of  alcohol  and  other  drugs 
disrupts  the  normal  development 
and  learning  of: 

• self-protective  behaviors 

• positive  adaptive  coping  skills 

• self-esteem 

• interpersonal  and  emotional 
skills 

If  alcohol  and  other  drugs  are 
used,  a person’s  judgment  may 
be  impaired  so  that  the  person 
misses  warning  signals  that  a 
situation  is  becoming  unsafe. 

The  effects  depend  on  when  the 
person  started  using  alcohol  or 
other  drugs. 

People  who  begin  heavy 
use  in  adolescence  may  fail 
to  learn: 

• how  to  handle  adult  relation- 
ships and  emotions  without 
the  use  of  intoxicants 

• how  to  handle  pain  without 
drugs 

• how  to  relax  in  social  situations 
without  using  alcohol  and/or 
drugs. 
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Alcohol  and  drug  use  can  also 
interfere  with  the  process  of 
grieving,  which  makes  successful 
life  transitions  and  other  life 
work  difficult.  Similarly,  they  may 
not  have  learned  how  to  control 
their  own  powerful  emotions 
experienced  in  a relationship. 
Instead,  they  try  to  control  their 
emotions  using  alcohol  or  drugs 
and/or  to  control  their  partner. 

Disinhibition,  Learning, 
and  Deviance 
Disavowal  Theories 
The  Disinhibition  Theory  pro- 
poses that  behavior  that  is  usual- 
ly unacceptable  socially,  and 
therefore  suppressed,  occurs 
because  alcohol  or  other  drugs 
reduce  inhibitions  against  that 
behavior.  Therefore,  negative 
behaviors  are  less  likely  to  be 
considered  intentional,  especially 
for  men,  and  individuals  are  less 
likely  to  be  held  accountable  for 
their  actions. 

The  Learned  Behavior  Theory 
focuses  on  the  norms  (which  are 
learned)  that  regulate  intoxicated 
behavior.  It  notes  that  certain 
behaviors  are  expected,  or  more 
accepted,  while  a person  is 
“high”  or  drunk.  For  example, 
“date  rape”  may  be  seen  as  less  of 


a crime  if  one  or  both  of  the  par- 
ties have  been  drinking.  In  this 
case,  the  behavior  is  blamed  on 
the  situation  or  the  circum- 
stances, and  less  responsibility  is 
attributed  to  the  man.  If  any- 
thing, the  woman  is  held  more 
responsible,  because  “she  should 
have  known  better.”  In  other 
words,  she  should  have  learned 
these  norms,  and  therefore  not 
have  put  herself  in  such  a “high- 
risk  situation.” 

The  Deviance  Disavowal 
Theory  is  related  to  the  Learned 
Behavior  Theory.  It  focuses  on 
how  our  ideas  about  drinking 
allow  us  to  view  an  individual  as 
normal,  but  his  or  her  behavior 
as  deviant.  If  people  perceive  vio- 
lence to  be  the  result  of  alcohol 
or  drug  use,  a person  who  com- 
mits a violent  act  while  under  the 
influence  of  alcohol  is  not  con- 
sidered violent  (or  “a  rapist”)  - 
but  simply  drunk. 

Each  of  these  three  sets  of  the- 
ories has  been  used  to  excuse 
destructive  behaviors  and  relieve 
people  of  accountability.  We  need 
to  think  about  changing  the  way 
we  define  disinhibition  and  what 
behaviors  we  treat  as  acceptable. 
A change  in  definition  could  lead 
us  to  zero-tolerance  for  violence. 
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Model  for  a Dual  Problem 


Model  for  a Dual  Problem 

The  following  is  a model  (depict- 
ed in  Figure  3.1)  for  a dual  prob- 
lem developed  by  Alayne  Hamil- 
ton (1993)  from  the  Victoria 
Family  Violence  Project.  Hamil- 
ton states:  “When  a man  has  both 
problems,  both  must  be 
addressed.  Attempting  to  teach 
self-control  strategies  to  prevent 
abuse  to  a man  who  is  incapaci- 
tating himself  with  alcohol  or 


other  drugs  is  futile.  It  would  be 
like  trying  to  teach  impaired  dri- 
vers such  good  driving  skills  that 
they  would  be  able  to  drive  safely 
when  drunk.”  This  model  illus- 
trates the  common  pathway 
between  those  who  abuse  and 
those  who  seek  relief  in  alcohol 
and  drugs.  It  clearly  demon- 
strates how  the  two  pathways 
interact  and  subsequently  exa- 
cerbate each  other. 


FAMILY  OF  ORIGIN  DAMAGE: 

• Witness  violence  against  mother* 

• Lack  of  secure  attachment** 

PERSON  WITH  PROBLEMS: 

• Low  self-esteem,  high  anxiety 

• Insecure,  dependent,  emotionally  immature 

• Low  tolerance  for  frustration 

• Externalizes  blame 


SEEKS  RELIEF  IN 
RELATIONSHIPS: 

• Temporary  high  esteem 

• Feels  powerful,  successful 

• Distracted  from  problems 

BUT: 

• Personal  problems  (as  above) 

• Low  relationship  skills 

• Poor  communication  skills 

• Poor  conflict  resolution 

• Low  empathy 

• High  expectations 

• Violence 

• Increases  negative  affect  6z 
desire  for  chemical  oblivion 

• Results  in  low  satisfaction, 
insecurity,  anxiety,  withdrawal,  anger 

RESULT: 

• Attempts  to  control  problems  with 
escalating  verbal  abuse  and  violence 

• Increases  negative  affect  & 
desire  for  chemical  oblivion 


SEEKS  RELIEF  IN 
ALCOHOL/DRUGS: 

• Temporary  high  esteem 

• Feels  powerful,  successful 

BUT: 

• Intoxication 

• Psychological  dependence 

• Impairs  ability  to  deal  with 
personal  & relationship 
problems 

• Lowers  inhibitions 

• Raises  stress,  depression  and  anger 


RESULT: 

• Attempts  to  escape  problems  with 
escalating  use  of  substances 

• Increases  relationship  problems, 
insecurity  and  aggression 


*Jaffe  has  done  a lot  of  work  in  the  area  of  children  witnessing  violence  against  mothers. 

**Donald  Dutton  has  done  work  in  therapy  for  lack  of  secure  attachment  in  childhood. 
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Module  3:  The  Link 

Goal 


This  module  provides  the  theory  and 
research  behind  the  current  under- 
standing of  the  coexisting  problems  of 
alcohol  or  drug  use  and  violence 
against  women  and  children  in 
relationships.  With  awareness  you  can 
achieve  greater  co-operation  between 
the  fields  of  addictions  and  of 
violence. 
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Module  3:  The  Link 

Objectives 

Upon  completion  of  this  module,  you  will 

be  able  to: 

• identify  evidence  of  the  prevalence  of 
the  coexisting  problems  of  alcohol  or 
drug  use  and  violence  against  women 
and  children  in  relationships 

• use  current  theories  and  models  to 
explain  the  coexisting  problems  of 
alcohol  or  drug  use  and  violence  against 
women  and  children  in  relationships  as 
they  affect  women  and  children  who 
have  experienced  abuse  and  those  who 
abuse  others 
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Representing  the  Two  Problems 
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Three  Manifestations  of  the 
Coexisting  Problems 

(1)  The  coexistence  of  experiencing 
violence  in  an  adult  relationship 
and  the  use  of  drugs 

(2)  The  coexistence  of  a history  of 
violence  in  childhood  and 
subsequent  use  of  drugs 

(3)  The  coexistence  of  violent 
behavior  and  the  use  of  drugs 
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Development  of  the  LINK: 
The  Role  of  Drug  Use 

• medicate  the  physical  and  emotional 
pain  and  anxiety  caused  by  abuse 

• reduce  anxiety  related  to  the 
dissociative  process 

• reach  blocked  feelings 
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Fagan's  Model  of  Aggression 

• individual  factors 

• cultural  beliefs 

• social  controls  (formal  and  informal) 

• selection  and  use  of  substances 

• setting  and  social  context 

• cognition/expectation 
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Theories  Describing  the 
Development  of  the  LINK: 
Those  Who  Abuse 

• Family  of  Origin  Theories 

• Development  Disruption  Theories 

• Disinhibition,  Learning,  and 
Deviance  Disavowal  Theories 
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Learning  Activity: 
Reinterpreting  Some  Myths 


Myth:  Alcohol  and  drugs  cause  the 
man  to  beat  his  partner. 

Myth:  End  alcohol  and  drug  use  and 
the  abusive  behavior  will  stop. 

Myth:  If  the  woman  is  also  intoxicated, 
this  justifies  or  excuses  the  violence. 
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Model  for  a Dual  Problem 


FAMILY  OF  ORIGIN  DAMAGE: 

• Witness  violence  against  mother* 

• Lack  of  secure  attachment** 

PERSON  WITH  PROBLEMS: 

• Low  self-esteem,  high  anxiety 

• Insecure,  dependent,  emotionally  immature 

• Low  tolerance  for  frustration 

• Externalizes  blame 

SEEKS  RELIEF  IN 

SEEKS  RELIEF  IN 

RELATIONSHIPS: 

ALCOHOL/DRUGS: 

• Temporary  high  esteem 

• Feels  powerful,  successful 

• Temporary  high  esteem 

• Feels  powerful,  successful 

• Distracted  from  problems 

BUT: 

BUT: 

• Personal  problems  (as  above) 

• Intoxication 

• Low  relationship  skills 

• Psychological  dependence 

• Poor  communication  skills 

• Impairs  ability  to  deal  with 

• Poor  conflict  resolution 

personal  & relationship 

• Low  empathy 

problems 

• High  expectations 

• Lowers  inhibitions 

• Violence 

• Increases  negative  affect  & 
desire  for  chemical  oblivion 

• Results  in  low  satisfaction, 

• Raises  stress,  depression  and  anger 

insecurity,  anxiety,  withdrawal,  anger 

RESULT: 

RESULT: 

• Attempts  to  control  problems  with 

• Attempts  to  escape  problems  with 

escalating  verbal  abuse  and  violence 

escalating  use  of  substances 

• Increases  negative  affect  & 

• Increases  relationship  problems, 

desire  for  chemical  oblivion 

insecurity  and  aggression 

*Jaffe  has  done  a lot  of  work  in  the  area  of  children  witnessing  violence  against  mothers. 

**Donald  Dutton  has  done  work  in  therapy  for  lack  of  secure  attachment  in  childhood. 
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Introduction 

Understanding  and  accepting  the  “link”  - the  coexistence  of  alcohol  and 
drug  use  and  violence  against  women  and  children  in  relationships  - 
is  only  the  beginning.  Up  to  this  point,  we  have  examined  the  theoretical 
basis  of  substance  use,  violence  against  women  and  children  in  relationships, 
and  the  link  between  them.  This  module  will  consider  the  more  practical 
side  of  this  issue:  how  to  work  with  a client  or  individual  to  identify  violence 
issues,  substance  abuse,  and  the  coexistence  of  these  problems,  so  that  she 
or  he  can  receive  appropriate  treatment  or  services. 

What  do  we  mean  by  identification?  Identification  is  the  step  before 
assessment.  It  is  a recognition  or  suspicion  of  a problem.  Identification  requires 
knowledge  and  awareness  on  the  part  of  the  health  care  or  social  service 
provider.  It  may  take  the  form  of  direct  or  indirect  questions,  and 
observations  of  behavior  and  mood. 

Identification  should  not  be  confused  with  assessment.  It  is  the  first 
step  in  detecting  the  individual’s  problem(s).  It  is  usually  followed  by  an 
assessment,  which  in  turn  leads  to  a treatment  plan  or  plan  of  action. 
Identification  and  assessment  can  be  done  by  the  same  service  provider 
or  by  two  separate  workers,  but  the  assessment  should  be  supervised  by 
someone  specially  trained  in  the  area  being  assessed. 

Research  shows  that  very  few  clients  receive  treatment  for  both  problem 
drug  use  and  family  violence  issues.  This  means  either  (1)  both  problems  are 
not  being  detected  or  (2)  service  providers  lack  the  training  and  experience 
to  deal  with  both  problems.  Those  who  have  been  abused  and  those  who 
abuse  are  often  reluctant  to  disclose  their  secrets  because  of  feelings  of 
shame  and  fear.  Typically,  routine  intake  information  does  not  identify  either 
family  violence  or  problem  drug  use.  Therefore,  even  if  those  being  abused 
or  those  who  abuse  seek  professional  help,  one  or  both  problems  might  go 
undetected. 

To  have  an  effective  understanding  of  an  individual’s  needs,  you  will 
want  to  know  whether  she  or  he: 

(1)  uses  alcohol  and/or  other  drugs  frequently  or  in  high  volumes 
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(2)  has  experienced  emotionally,  psychologically  or  physically  abusive  behavior 

(3)  behaves  abusively  toward  others. 

Your  client  may  fit  into  one  or  more  of  the  above.  Since  you  are  now 
aware  of  the  strong  correlation  between  these  problems,  your  responsibility 
as  an  informed  service  provider  is  to  look  for  and  explore  both  issues.  When 
both  problems  are  addressed  by  the  client,  the  chances  of  recovery  increase. 

Identification  of  the  possible  coexistence  of  problem  drug  use  and 
family  violence  has  several  major  benefits. 

• Social  service  providers  can  work  with  clients  to  prevent  the  onset  of  drug 
use  to  cope  with  their  experience  with  violence. 

• Drug  use  can  be  prevented  from  becoming  more  of  a problem. 

• Service  providers  can  help  clients  who  have  been  abused  develop  a plan 
and  access  resources  that  may  enhance  their  safety  and  security. 

• If  those  who  abuse  recognize  and  deal  with  both  problems,  the  violence  can 
be  more  effectively  eliminated. 

• Appropriate  treatment  and  services  can  be  matched  and  obtained  for  the 
multifaceted  problems  of  the  client.  A fuller  understanding  of  client  needs 
can  lead  to  better  treatment  results. 

Because  this  module  deals  with  people  rather  than  with  theories,  there  is 
a greater  emphasis  on  the  need  for  sensitivity  and  understanding  of  people’s 
different  needs,  including  individuals  with  disabilities  and  those  of  various 
ethnocultural/racial  groups.  In  this  module,  you  will  be  reminded  of  the 
variables  in  dealing  with  people  from  other  cultures  and  races,  people  with 
a different  sexual  orientation,  and  people  who  have  disabilities. 

An  awareness  of  differences  is  especially  relevant  in  reference  to 
substance  abuse  and  violence,  areas  in  which  some  groups  of  people  have  a 
larger  risk  factor.  For  example,  research  suggests  that  between  15  and  30  per 
cent  of  disabled  people  have  problems  related  to  substance  abuse  (Resource 
Center  on  Substance  Abuse  Prevention  and  Disability,  1992,  p.l).  In 
addition,  in  the  developmentally  disabled  and  deaf  communities,  the 
incidence  of  abuse  is  20  per  cent  higher  than  in  the  general  population, 
according  to  the  National  Clearinghouse  on  Family  Violence. 

Module  Four  is  meant  to  give  service  providers  some  practical  resources 
to  gather  information  for  identification.  This  module  should  enhance  the 
workers’  skills  in  identifying  and  motivating  those  with  problems  in  these 
areas  and  in  helping  them  find  a positive  pathway  to  identify  ways  that  they 
might  address  their  problems  related  to  alcohol  and  drugs.  It  is  not  meant  to 
teach  assessment  and  treatment  skills. 
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Obtaining 

the 

Information 

This  section  discusses  the 
many  barriers  to  obtain- 
ing information  and  offers 
guidelines  and  indicators 
that  may  prove  helpful  in 
exploring  the  coexistence 
of  drug  or  alcohol  use  and 
violence  against  women  and 
children  in  relationships.  As 
a health  care  or  social  ser- 
vice provider,  you  already 
have  training,  skills  and 
experience.  The  ideas  in 
this  module  are  meant  to 
enhance  your  repertoire  of 
interviewing  skills  and  to 
incorporate  this  information 
into  your  standard  interview 
situation. 
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Barriers 

In  order  to  obtain  necessary 
information,  you  need  to  over- 
come the  barriers  - your  own, 
those  of  your  client,  and  those  of 
the  system.  For  counsellors  and 
other  service  providers,  patience 
is  important  to  break  down  barri- 
ers. A client’s  comfort  level  may 
need  time  to  develop  and  may 
vary  from  session  to  session. 

Counsellor  Barriers 

Counsellors  and  other  service 
providers  may  have  their  own 
barriers  to  exploring  either  or 
both  of  the  issues.  Some  of  these 
may  include  the  following  issues. 

Personal  experience  with  violence: 
For  example,  a counsellor  may 
have  had  personal  experience 
with  physical,  sexual  and  emo- 
tional abuse.  Service  providers 
must  be  open  to  examining  their 
own  attitudes  and  beliefs.  Identi- 
fying family  violence  as  an  issue 
means  asking  questions  that  may 
touch  on  sensitive  issues.  Disclo- 
sure can  be  painful  for  both  the 
worker  and  the  individual  with 
the  problem.  This  is  especially 
true  if  a counsellor’s  own 
violence-related  problems  are 
unresolved. 

Personal  experience  with  drug  use: 

Some  workers  may  have  been 
children  in  alcohol  and  other 
drug  using  families,  or  may  be  in 
a relationship  with  someone  who 
uses  substances,  or  may  have 
their  own  unresolved  substance 


use  problems.  Consequently,  they 
may  have  trouble  effectively 
exploring  such  issues  with  their 
clients. 

Attitudes:  Strong  negative 
feelings  toward  those  who  are 
violent,  towards  substance  users, 
towards  women,  children,  men, 
etc.  can  influence  the  counsellor’s 
willingness  to  deal  with  violence 
or  drug-related  issues.  Clients  are 
quick  to  recognize  these  atti- 
tudes. Other  attitudes  toward 
specific  clients  may  also  become 
a barrier.  For  example,  believing 
that  drug  use  is  one  of  the  few 
pleasures  for  clients  who  are  dis- 
abled and  therefore  making  spe- 
cial allowances  for  these  clients, 
will  make  a counsellor  less  likely 
to  deal  with  the  problem.  Cul- 
tural biases,  both  negative  or 
positive,  or  homophobia,  can 
also  be  major  barriers. 

Lack  of  training/experience: 

It  is  only  recently  that  inter- 
disciplinary training  has  included 
the  link  between  the  substance 
use  and  family  violence  issues. 
Service  providers  need  training 
and  an  opportunity  to  practise 
skills  in  identifying  and  respond- 
ing to  problems  related  to  the 
two  problems.  Training  in  other 
areas,  such  as  cross-cultural  sen- 
sitivity, could  also  improve  the 
quality  of  service. 

Being  too  prescriptive:  A worker 
must  provide  individuals  with 
choice  and  give  them  tools  to 
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empower  them  to  find  their  own 
solutions,  even  if  it  sometimes 
means  not  seeking  further  profes- 
sional assistance.  It  should 
remain  the  individual's  responsi- 
bility to  make  the  decision  that 
feels  right. 

Reluctance  to  report  incidents  of 
violence:  In  Canada,  child  abuse 
must  be  reported  by  law.  Some 
people  still  believe  that  this 
means  breaking  client  confiden- 
tiality. In  fact,  workers  do  have  a 
legal  responsibility  to  report 
child  abuse.  Workers  need  to  ad- 
vise clients  ahead  of  time  of  the 
limits  of  confidentiality.  Inform 
and  consult  with  your  supervisor 
if  necessary.  Discussion  with  col- 
leagues can  also  be  helpful. 

Communication:  Use  of  jargon, 
poor  communication  skills,  or  a 
different  language  can  all 
contribute  to  the  inability  of  the 
worker  to  relate  to  the  client. 
Sometimes  you  will  be  called 
upon  to  use  an  interpreter.  We 
have  included  some  helpful  hints 
for  using  an  interpreter  in 
Appendix  D. 

Miscommunication:  Even  when  a 
common  language  is  spoken, 
sometimes  clients  and  workers 
have  difficulty  understanding  one 
another  and  misunderstandings 
result.  Common  areas  where  mis- 
understandings may  occur,  par- 
ticularly between  individuals 
from  diverse  backgrounds,  in- 
clude: differing  attitudes  towards 
feelings,  body  language,  gender 
and  sex  roles,  importance  placed 
on  age,  personal  and  social 


boundaries,  regard  for  education, 
material  goods,  money,  self,  and 
time,  as  well  as  the  use  of  intona- 
tion, humor  and  metaphors. 

Client  Barriers 
Clients  or  other  individuals  you 
are  trying  to  help  often  have  diffi- 
culty disclosing  information 
because  of  the  following  barriers. 

Denial:  Denial  and  secrecy  are 
common  dynamics  in  families 
with  problems  related  to  violence 
and/or  substance  use.  A service 
provider  must  find  supportive 
ways  to  get  beyond  this  stage,  as 
denial  can  be  a coping 
mechanism. 

Blocked  Memories:  People  who 
have  experienced  abuse  may 
block  out  their  memories  of  vio- 
lence. Workers  should  be  aware 
that  the  individuals  they  are  try- 
ing to  help  may  not  remember 
such  incidents. 

Fear  of  disapproval:  People  are 
unlikely  to  disclose  problems  if 
they  believe  the  service  provider 
will  not  listen,  will  not  under- 
stand, or  will  disapprove.  This 
not  only  stops  information 
sharing  between  client  and 
worker,  it  reinforces  the  indi- 
vidual’s belief  in  the  need  for 
denial  and  secrecy. 

Gender  of  service  provider:  For 
some  people,  the  gender  of  the 
worker  may  affect  willingness  to 
self-disclose.  For  example,  a 
woman  who  has  been  abused  by 
a man  may  only  feel  comfortable 
with  a female  worker.  Conversely, 
a man  who  has  been  abusing  his 
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partner  may  only  feel  comfort- 
able with  a male  worker.  Cultural 
or  religious  beliefs  may  be  very 
important  in  determining  com- 
fort level.  Ideally,  the  client’s  pref- 
erence should  be  discussed  right 
at  the  beginning. 

Fear  of  disclosure:  People  who 
have  been  abused  may  fear  retali- 
ation, if  the  abuser  fipds  out 
about  the  disclosure.  If  those 
who  have  been  abused  are  refu- 
gees or  illegal  immigrants,  they 
may  fear  being  deported.  They 
may  also  feel  embarrassed, 
ashamed  or  fear  stigmatization 
because  of  negative  attitudes 
toward  family  violence  and 
substance  use.  Women  with 
children  may  fear  losing  them 
to  the  Children’s  Aid  Society. 

With  such  sensitive  issues  as 
family  violence  and  drug  use, 
the  individual  needs  reassurance 
that  all  disclosures  will  be  kept 
strictly  confidential  - unless  the 
law  requires  notification  to  the 
Children’s  Aid  Society,  as  in  cases 
of  physical  or  sexual  abuse  of 
children. 

Self-protection:  Child  abuse  and 
the  physical  and  sexual  assault  of 
one’s  partner  are  against  the  law 
in  Canada.  Those  who  abuse  may 
fear  the  consequences  of  their 
disclosure.  They  may  try  to  pro- 
tect themselves  from  legal  action 
or  social  stigmas  by  denying  that 
they  have  committed  abuse. 

Different  views  of  abuse:  Many 
people  who  abuse  others  do  not 
consider  their  behavior  abusive. 
They  may  feel  it  is  within  their 


rights  to  “control”  their  partner 
or  child  - even  to  the  point  of 
violence.  What  is  considered 
abuse  in  our  society  should  be 
discussed  with  the  client  at  the 
outset. 

Fatalism:  Some  women  who 
have  been  abused  may  present 
a sense  of  acceptance  of  abuse 
as  “their  lot  in  life.”  This  may 
be  based  in  religious  or  cultural 
beliefs  and  may  or  may  not  be 
an  intergenerational  belief  in 
families  where  abuse  is  a way 
of  life. 

Different  views  of  “help-seeking”: 

Some  individuals  may  not  under- 
stand the  role  of  a professional 
counsellor  or  social  service 
provider,  or  the  process  of  coun- 
selling as  a way  to  address  or 
assist  with  their  problems.  It  may 
not  exist  in  their  community. 
Others  may  feel  it  is  a statement 
of  personal  failure. 

Communication:  Lack  of  literacy, 
poor  communication  skills,  or  a 
different  language  can  all 
contribute  to  the  client’s  inability 
to  relate  to  the  counsellor.  Some- 
times you  will  need  to  use  an 
interpreter.  We  have  included 
some  helpful  hints  for  using  an 
interpreter  in  Appendix  D. 

System  Barriers 
Sometimes  it  is  the  system  that 
holds  the  barriers  for  the  identifi- 
cation of  family  violence  and/or 
drug  use  problems.  Here  are 
some  limitations  to  the  work 
between  service  provider  and 
client  caused  by  systemic  issues. 
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Limitations  created  by  agency 
mandates:  Agencies  usually  have 
a clear  mandate  as  to  which 
problems  they  will  handle  and 
which  must  be  referred  else- 
where. Financial  resources  or 
philosophical  orientation  may 
limit  the  scope  of  the  problems 
with  which  the  worker  is  able  to 
deal.  In  either  setting,  since  one 
issue  is  mandated  to  be  primary, 
other  issues  may  not  be 
addressed  or  identified. 

Inadequate  referral  availability: 
Service  providers  may  not  ex- 
plore problems  they  do  not  feel 
comfortable  dealing  with  them- 
selves or  that  are  not  within  the 
mandate  of  their  agency,  because 
they  are  not  aware  of  programs  to 
which  their  clients  could  be  re- 
ferred or  appropriate  programs 
may  not  exist.  Networking  and 
promotion  of  services  in  both 
fields  are  important,  so  that 
workers  can  feel  confident  that 
they  will  find  appropriate  help 
for  individuals  after  disclosure. 


Inadequate  information  gather- 
ing protocol:  Often,  agencies  are 
not  equipped,  nor  do  they 
have  the  education,  to  develop 
adequate  intake  and  assess- 
ment protocol. 

Limited  services  for  women 
of  diverse  backgrounds  and 
circumstances:  Programs  may 
lack  the  cultural  literacy, 
sensitivity,  or  language  facility 
to  work  effectively  with  clients 
of  diverse  cultural  and  linguistic 
backgrounds.  Few  facilities 
have  adequate  access  for 
people  with  disabilities. 

Workers  often  lack  training 
and  experience  to  deal  with 
their  unique  and  varied 
issues. 

Conflicting  visions  of  service 
delivery:  There  may  be  a lack 
of  co-operation  between 
mainstream  agencies  and 
those  that  work  with  specific 
ethnic  groups,  when  each 
believes  they  can  serve  the 
client  better. 
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It  is  likely  that  your  client  has 
presented  with  either  violence- 
related  issues  or  problems  related 
to  drug  and  alcohol.  The  follow- 
ing indicators  may  be  helpful  in 
alerting  you  to  the  possible  co- 
existence of  the  two  problems, 
leading  you  to  open  a dialogue  to 
begin  the  identification  process. 

• Where  partner  violence  is  pre- 
sent, substance  abuse  is  also 
more  likely  to  be  present. 

• Where  incest  occurs,  sub- 
stance abuse  is  more  likely 
to  be  present. 

• Where  incest  occurs,  partner 
violence  is  more  likely  to  be 
present. 

• Where  substance  abuse  occurs, 
incest  and  partner  violence  are 
more  likely  to  be  present. 

• Adults  who  have  experienced 
incest  are  more  likely  to  be- 
come substance  abusers  and  be 
abused  by  their  partners. 


• Adults  who  come  from  violent, 
substance  abusing  families  are 
more  likely  to  be  substance  abu- 
sers themselves  and,  for  males 
especially,  to  inflict  violence  on 
members  of  their  own  families. 

• Adults  who  come  from  violent, 
substance  abusing  families  are 
more  likely  to  require  help 
from  mental  health  agencies. 

• Adults  who  come  from  violent, 
substance  abusing  families  are 
more  likely  to  have  an  abusive, 
alcoholic  partner. 

• Women  who  seek  help  for 
symptoms  of  low  self-esteem 
and/or  depression  are  more 
likely  to  have  experienced  vio- 
lence and/or  be  abusing  drugs 
or  alcohol. 

• Adults  and  children  who  come 
from  violent  and  substance- 
abusing  families  are  more  likely 
to  exhibit  the  symptoms  of 
post-traumatic  stress  disorder. 
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Obtaining  Information  About 
Alcohol  and  Drug  Use 


Alcohol  and  other  drugs  can 
reduce  the  emotional  pain 
and  anxiety  experienced  by  those 
who  have  been  abused  as  child- 
ren or  as  adults.  If  people  depend 
on  alcohol  or  drugs  to  cope,  the 
prospect  of  giving  up  these  sub- 
stances can  be  very  threatening. 
This  fear  often  prevents  disclo- 
sure of  substance  use.  Workers 
can  counteract  this  fear  by  help- 
ing those  who  have  been  abused 
to  understand  that  emotional 
pain  and  anxiety  can  be  gradually 
reduced,  even  eliminated,  in  oth- 
er ways.  As  individuals  learn  new 
coping  skills  during  treatment, 
their  need  for  drugs  should  de- 
crease. But  first,  the  nature  and 
extent  of  the  individual’s  use  of 
alcohol  and  drugs  must  be 
explored. 

When  evaluating  an  indi- 
vidual’s average  weekly  con- 
sumption level,  keep  in  mind 
the  following  general  guidelines 
for  low-risk  drinking. 

• No  more  than  12  drinks  in 
any  week  (see  Module  One, 
page  14  for  explanation  of 
one  standard  dnnk) 

• At  least  one  day  per  week 
without  drinking 
• Men:  maximum  of  four 
drinks  in  any  one  day 
• Women:  maximum  of  three 
drinks  in  any  one  day 
• Drinking  in  combination  with 
pregnancy,  while  taking  certain 


prescribed  or  over-the-counter 
drugs,  or  while  operating  a mo- 
tor vehicle,  may  be  hazardous. 
People  who  have  been  abused 
often  rely  on  prescription  medi- 
cation or  over-the-counter  drugs 
to  cope  with  anxiety,  fear,  and 
other  emotional  or  psychological 
distress  that  results  from  a violent 
situation  or  the  memory  of  one. 

Workers  should  also  be  aware 
that  psychoactive  medications  are 
prescribed  more  commonly  for 
women.  A number  of  factors  put 
certain  groups  of  women  at  high- 
er risk  of  misuse  of  these  drugs. 
These  are: 

• women  living  in  a violent 
environment 

• women  with  disabilities 

• women  with  limited  literacy 
or  language  skills 

• elderly  women  who  do  not 
work  outside  the  home 

• those  who  have  been  abused 
and  those  who  abuse 

• women  who  are  immigrants 
or  refugees. 

When  you  work  with  someone 
from  a different  ethnocultural 
background,  keep  in  mind  that 
their  attitudes  and  practices 
toward  substance  use  may  be  dif- 
ferent from  those  of  the  main- 
stream. It  is  important  to  discuss 
this  with  the  individual  and  to 
emphasize  that  substance  abuse 
is  a valid  issue  for  both  social  and 
medical  reasons. 
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How  to  Talk  About 
Alcohol  and  Drug  Use 

There  are  many  ways  to  begin 
talking  about  alcohol  and  drug 
use.  One  way  is  to  deal  with  this 
issue  in  the  context  of  a specific 
event.  For  example,  if  you  are 
told  an  anecdote  involving  family 
violence,  you  could  ask  if  alcohol 
or  drugs  was  used  by  either  the 
person  who  behaved  abusively  or 
the  person  who  was  the  recipient 
of  the  abusive  behavior.  You 
could  then  explore  the  issue  in 
more  general  ways  to  get  an 
understanding  of  the  substance 
use  patterns  in  the  family. 

If  there  is  an  identified  primary 
problem,  such  as  family  violence, 
you  can  work  from  that  estab- 
lished concern  to  see  if,  and  in 
what  ways,  alcohol  and/or  drug 
use  might  be  a component  of  the 
problem.  If  there  is  no  identified 
reference  issue,  find  an  opportu- 
nity to  ask  some  direct  questions 
about  the  use  of  alcohol  and 
drugs.  It  is  less  threatening  to 
begin  talking  about  substances 
that  are  legal.  If  the  individual 
reports  using  alcohol  and/or 
drugs,  you  can  follow  with  a 
sequence  of  questions,  such  as: 

(1)  When  did  you  first  use  alco- 
hol/drugs? 

(2)  Have  you  used  in  the  last 
year? 

(3)  Has  your  use  ever  concerned 
you  or  other  people?  If  so, 
who  was  concerned? 

(4)  Are  you  currently  concerned 
about  it? 


Another  way  to  approach  alco- 
hol and  drug  use  is  from  a family 
perspective.  Focusing  on  the 
nuclear  and  extended  family 
might  be  a safer  opening  than 
going  directly  to  the  individual’s 
use.  Creating  a family  profile  is 
often  helpful  in  understanding 
your  client.  Ask  her  or  him  to 
describe  family  beliefs  and 
behaviors  involving  substance 
use.  Since  family  violence  is  by 
its  nature  interpersonal,  there  can 
be  much  value  in  addressing  not 
just  the  individual’s  own  alcohol 
and  drug  use  patterns,  but  their 
perceptions  of  the  alcohol  and 
drug  use  of  their  partners  and 
other  family  members  or  peers. 

Whatever  approach  you  take, 
be  sure  to  include  and  explore  the 
full  range  of  substances  that  can 
be  abused:  alcohol,  prescription 
and  over-the-counter  drugs,  il- 
legal drugs,  and  substances  that 
are  not  usually  considered  to  be 
drugs,  such  as  glues,  solvents 
and  gasoline. 

If  you  wish  to  enquire  further 
into  possible  problems  with  alco- 
hol and  drugs,  the  following 
questions  could  be  considered. 

( 1 ) In  the  past  year,  have  you 
ever  felt  that  you  should  cut 
down  your  alcohol/drug  use? 

(2)  Have  people  annoyed  you  by 
commenting  on  your 
alcohol/drug  use? 

(3)  In  the  past  year,  have  you 
ever  felt  guilty  about  your 
alcohol/drug  use? 

(4)  Have  you  ever  felt  it 
necessary  to  use  alcohol  or 
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drugs  to  steady  yourself  or 
to  get  rid  of  hangovers  or 
cravings? 

A “yes”  to  two  or  more  of  these 
questions  strongly  suggests  that 
an  alcohol  or  drug  problem  is 
present.  Any  “yes”  response  is  an 
occasion  for  further  exploration, 
which  can  be  encouraged  by 
saying  something  as  simple  as, 
“Tell  me  about  it.” 

You  can  pursue  the  situation 
further  by  asking  more  specific 
questions  about  frequency 
and  quantity  of  alcohol  and/or 
drug  use. 

(1)  What  are  you  using? 
(drinking,  smoking, 
ingesting,  sniffing,  etc.) 

(2)  How  much  are  you  using? 
(number  of  drinks,  pills, 
dosage,  etc.) 

(3)  How  often  do  you  use? 

(daily,  weekly,  binging) 

(4)  What  is  happening  at  the 
time  you  use?  (with  friends, 
when  feeling  tense  or  afraid, 
partying,  when  angry,  etc.) 

(5)  What  are  the  payoffs 
of  using? 

(6)  What  are  the  negative 
consequences  to  you  and 
those  around  you? 

In  asking  these  questions,  the 
individual’s  use  of  alcohol  should 
be  quantified  in  terms  of  a “stan- 
dard drink.”  The  “standard 
drink”  is  defined  in  Module  One, 
page  14.  It  is  also  useful  to  con- 
sider drinking/drug  use  over  a 
month-long  period,  since 
consumption  may  fluctuate  on 


different  days  of  the  week  or 
times  of  the  month.  For  example, 
some  people  may  be  heavy 
episodic  drinkers,  who  drink  a 
lot  at  one  sitting  but  not  fre- 
quently. Others  may  drink  more 
frequently  but  in  smaller  quanti- 
ties. It  is  also  helpful  to  ask  the 
individual  to  recall  how  much 
they  drank  on  each  day  of  the 
week,  and  whether  this  amount 
is  typical  for  other  weeks.  You 
can  use  this  data  to  get  a sense 
of  the  average  daily/weekly 
consumption  level. 

If  the  individual  has  identified 
alcohol  or  drug  concerns  that 
he/she  would  like  to  explore,  the 
conversation  can  focus  on  what 
steps  might  be  taken  to  address 
this  issue.  It  should  be  kept  in 
mind,  however,  that  this  process 
may  be  difficult.  Never  assume 
that  disclosure  will  come  easily, 
since  guilt,  fear  and  shame  are 
often  closely  related  to  these 
issues.  The  worker  should  feel 
committed  to  exploring  these 
issues  effectively,  which  almost 
always  takes  more  than  running 
through  of  a set  of  questions. 
Always  remember  that  it  is  just  as 
important  to  establish  trust  and 
open  communication  as  to  get  a 
satisfactory  answer  to  a question. 

It  is  important  to  convey  a 
non-judgmental  attitude  to  the 
behaviors  the  individual  dis- 
closes. When  someone  identifies 
a drug  or  alcohol  behavior  that  is 
a concern,  first  ask  the  individual 
to  describe  some  of  the  good 
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things  (the  payoffs)  that  come 
from  drug  use.  Then  ask  the  indi- 
vidual to  talk  about  some  of  the 
negative  things  that  are  associat- 
ed with  drug  use. 

Identification  of  substance  use 
concerns  does  not  have  to  be  a 
definitive  conclusion,  but  a point 
that  is  raised  for  further  explora- 
tion. Once  any  concerns  about 
the  use  of  alcohol  or  drugs  are 
identified,  a more  comprehensive 
assessment  that  can  lead  to  the 
development  of  an  appropriate 
plan  of  action  should  follow.  The 
guidance  you  provide  will  depend 


on  your  own  skills  and  training 
and  the  particular  addictions 
treatment  system  in  your  area. 
You  may  wish  to  develop  the 
expertise  required  to  conduct  a 
comprehensive  alcohol/drug 
assessment  yourself.  Or  you 
might  refer  the  individual  to 
a specialist  in  substance  abuse 
for  further  assessment  and 
treatment.  (For  more  infor- 
mation, consult  Alcohol  and 
Drug  Treatment  in  Ontario:  A 
Guide  for  Helping  Professionals, 
Addiction  Research  Founda- 
tion, 1994.) 
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Obtaining  Information  About 
Partner  and  Child  Abuse 


Sometimes  there  are  physical, 
psychological,  and  behavioral 
signs  that  should  make  it  appar- 
ent that  your  client  has  been 
abused.  These  can  be  considered 
indicators  of  violence  and  will 
become  especially  apparent  after 
a client  has  been  seen  on  a con- 
tinuous basis. 

Indicators  of  Abuse 

Partner  Abuse:  Indicators 

The  following  may  indicate  the 
presence  of  partner  abuse. 

Physical  Indicators: 

• unexplained  bruises  or  welts 
on  face,  lips,  mouth,  torso, 
neck/throat,  arms,  back  or 
buttocks 

• unexplained  fractures  of 
skull,  nose  or  facial  structure, 
multiple  fractures  on  the 
body  or  “twist”  fractures  on 
the  arms  or  legs 
• injuries  on  areas  of  the  body 
normally  covered  by  clothing 
or  hair 

• injuries  in  various  stages 
of  healing 

• implausible  explanation 
for  injuries. 

Behavioral  Indicators: 

• emotional  withdrawal 
• impulsiveness,  aggressiveness 


• apprehension,  fearfulness 

• depression,  helplessness 

• inhibited,  regressed  behavior 

• disturbance  of  eating  patterns 

• compulsive  behavior. 

Emotional/Psychological 

Indicators: 

• irritability,  resdessness 

• sleep  disturbances  such  as 
insomnia  and  nightmares 

• difficulty  concentrating 

• exaggerated  “startle”  response 

• apprehension 

• phobias,  obsessions 

• depression 

• anxiety. 

Note:  Many  of  these  indicators, 
particularly  the  behavioral  and 
psychological  ones,  may  indicate 
stress  in  the  individual’s  life  other 
than  that  related  to  violence. 

(This  material  has  been  adapted 
from  “Recognizing  Spouse  Abuse,” 
by  Thomas  H.  Miller,  PhD  and 
Lane  J.  Veltkamp,  MSW,  EAP 
Digest,  Nov/Dec.  1991.) 

Child  Abuse:  Indicators 

The  following  charts,  created 
by  the  Institute  for  the 
Prevention  of  Child  Abuse, 
provide  indicators  of  physical 
abuse,  sexual  abuse  and 
emotional  abuse  (see  Table  4.1). 
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Source:  Institute  For  the  Prevention  of  Child  Abuse,  1993 
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Children  Who  Witness  Violence: 
Indicators 

Children  who  witness  violence 
are  considered  to  be  emotionally 
and  psychologically  harmed, 
though  there  may  be  no  apparent 
physical  signs  of  their  abuse.  The 
following  are  the  social,  emotion- 
al and  psychological  indicators  of 
living  in  a violent  home. 

• Children  may  experience 
low  self-esteem,  lack  of  self- 
confidence  and  insecurity. 

• Children  may  experience  feel- 
ings of  guilt  and  a sense  of 
responsibility  for  their  mother’s 
suffering. 

• Children  may  not  develop 
social  competence  and  often 
become  socially  isolated  and 
have  poor  relationships  with 
peers.  A sense  of  shame  and  a 
need  to  hide  the  chaos  at  home 
from  others  affects  their  ability 
to  express  their  feelings  openly. 

• At  an  early  age,  children  may 
begin  to  exhibit  behaviors  such 
as  nightmares,  sleep 
disturbances,  bed-wetting  and 
poor  impulse  control. 

• As  children  grow  older,  they 
may  begin  to  demonstrate 
extremes  of  behavior.  Many 
children  internalize  their  expe- 
riences and  are  depressed, 
withdrawn  or  passive. 

• Other  children  may  externalize 
their  feelings  and  become 
involved  in  delinquent  acts  and 
aggressive  behavior.  They  may 
begin  to  mimic  the  belittling 
behavior  toward  their  mother. 


• Adolescents  may  assume  a bur- 
den of  increased  responsibility 
in  the  family,  attempting  to  pro- 
tect their  mother  or  shield  their 
younger  siblings.  Some  adoles- 
cents demonstrate  severe  psy- 
chological and  emotional  dis- 
tress that  may  culminate  in 
running  away,  a suicide  attempt 
or  drug  use. 

• Children  may  experience  diffi- 
culties in  school  due  to  lack  of 
sleep,  short  attention  spans  and 
general  anxiety. 

(This  material  is  adapted  from 
Health  Canada’s  National  Clear- 
inghouse on  Family  Violence.) 

Those  Who  Abuse  Partners  and 
Children:  Indicators 

The  following  indicators  can 
be  treated  as  signals  that  an  indi- 
vidual may  be  abusive: 

• general  hostility  or  passivity 
with  the  service  provider, 
family  members,  or  others 
outside  the  family 

• rigid  sex-role  perceptions 

• patriarchal  attitudes 

• history  of  either  witnessing 

or  experiencing  abuse  in  family 
of  origin 

• feelings  of  being  victimized 
by  women 

• isolation  from  significant  rela- 
tionships outside  the  family 

• extreme  jealousy 

• inability  to  discriminate  emo- 
tional states,  other  than  anger 
or  frustration 

• extreme  dependency  on  the 
partner  to  satisfy  emotional 
needs. 
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Note:  These  attitudes  and 
behaviors  are  not  always  obvious. 
Individuals  who  abuse  others 
may  be  quite  charismatic  and 
skilled  at  presenting  themselves 
as  the  “rational  one.” 

How  to  Talk  About  Violence 
Against  Women  and 
Children  in  Relationships 

Adults  Who  Are  Abused 

Those  who  have  been  physically, 
sexually  and  emotionally  abused 
in  trust  relationships  have  experi- 
enced boundary  violations  and 
attacks  on  their  self-esteem.  They 
often  state  that  the  social  services 
system  perpetuates  the  abuse 
experience.  When  the  system 
does  not  recognize  their  needs, 
their  barriers,  and  the  time 
required  to  build  trust  before 
sharing  past  abusive  experiences, 
they  feel  silenced. 

With  this  in  mind,  it  is  impor- 
tant to  be  aware  of  the  potentially 
abusive  experience  of  an  infor- 
mation-gathering process  and  to 
keep  the  following  important 
points  in  mind. 

• Professional  use  of  the  follow- 
ing terms  may  not  be  under- 
stood by  clients:  physical 
abuse,  sexual  abuse,  emotional 
abuse,  violence,  maltreatment, 
and  neglect.  These  terms 
should  be  defined  at  the  outset 
in  order  to  obtain  accurate 
information. 

• Feelings  of  guilt  and  shame  are 
often  predominant  for  both 
those  who  are  abused  and  those 


who  abuse.  Therefore,  it  may 
be  necessary  to  gradually 
introduce  these  issues. 

• Identification  is  a process, 
not  a one-time  event. 

• Clients  need  to  share  control 
of  aspects  of  the  interview,  such 
as  the  pace,  the  information 
shared,  the  structure  and  the 
goals.  They  must  be  given  the 
opportunity  to  make  choices, 
despite  time  constraints  and 
demands  of  the  social  service 
system. 

The  following  points  are 

important  to  remember  when 

supporting  a client. 

Do: 

• Believe  the  client. 

• Listen  and  let  the  client  talk 
about  feelings  and  experiences. 

• Show  clearly  that  violence  is 
never  acceptable. 

• Help  build  your  client’s  self- 
esteem. 

• Allow  clients  to  make  ther  own 
decisions. 

• Develop  an  action  plan  with 
your  client  to  help  ensure 
safety  of  all  family  members. 

• Help  the  client  explore 
available  resources,  including 
ethnospecific  services  if  this  is 
the  client’s  preference. 

Do  not: 

• Become  angry  with  the  person 
who  has  been  abused.  She  is 
doing  the  best  she  can  in  this 
particular  situation. 

• Tell  the  client  what  to  do. 

• Tell  the  client  to  try  harder. 

• Tell  the  client  to  stay  with  an 
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abusive  partner  for  the  sake  of 
the  children. 

• Change  the  subject  as  a way  of 
not  dealing  with  the  disclosure. 

• Judge  according  to  your  own 
cultural  values,  standards, 
norms. 

• Patronize  the  client,  especially 

in  cases  of  language  barriers  or 
disabilities.  K 

• Recommend  marital  or  con- 
joint counselling  as  an  initial 
intervention. 

While  exploring  the  possibility 
of  present  abusive  experiences, 
the  counsellor  or  service  provider 
must  take  into  account  possible 
childhood  abuse.  Working  with 
blocked  memories  calls  for  an 
understanding  of  the  process  of 
memory  recovery.  Some  clients 
may  experience  partial  memory, 
dream-like  states,  reactions  to 
external  stimuli  - all  triggers  that 
are  not  connected  to  conscious 
experience.  For  example,  a 
woman  may  report  that  she  expe- 
riences anxiety  every  time  she 
smells  beer  and  does  not  under- 
stand why.  She  may  even  fear 
that  she  is  “crazy.” 

Counsellors  need  to  listen, 
to  accept  what  is  being  said, 
and  to  allow  the  exploration  of 
past  experiences  as  they  unfold. 

It  is  important  to  maintain  a 
sense  of  safety  and  respect  for 
the  client.  It  is  also  important 
to  listen,  rather  than  to  infer 
or  impose  an  interpretation, 
while  this  unconscious  process 
is  taking  place. 


Adults  Who  Abuse 

Those  who  abuse  usually  do  so  in 
secret.  They  often  threaten  those 
they  abuse,  if  the  secret  is  dis- 
closed. To  believe  that  they  will 
openly  discuss  in  detail  their 
abusive  acts  is  naive.  It  is  also 
dangerous  to  believe  that  because 
disclosure  has  occurred,  those 
who  have  been  abused  are  now 
safe.  Emotional  abuse  may  con- 
tinue, with  the  abusive  person 
externalizing  responsibility  for 
the  problem  to  others. 

Even  people  who  are  referred 
for  assessment  and  who  state 
they  want  help  may  deny,  mini- 
mize, rationalize,  and  try  to 
manipulate  the  interview  to  pro- 
tect themselves.  They  believe  that 
power  and  control  are  essential 
to  their  well-being.  Their  family 
situation  may  be  the  only  place 
they  feel  in  charge  and  to  give 
this  up  is  very  frightening  for 
them.  However,  for  them  to  feel 
in  charge,  others  are  put  at  risk. 

When  interviewing  those  who 
have  abused,  keep  the  following 
points  in  mind. 

• Trust  is  a difficult  issue  for 
those  who  abuse. 

• Support  is  essential,  but  be 
cautious  that  you  are  support- 
ing clients’  need  to  change  and 
not  their  need  to  vindicate 
themselves. 

• The  safety  of  those  they  have 
abused  is  always  essential.  To 
provide  this,  there  is  usually 
a need  for  separation  from 
the  family. 
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• Studies  show  that  violence  is  a 
cycle  reinforced  each  time  it 
succeeds,  and  without  inter- 
vention it  will  not  stop.  It  is 
important  to  give  this  message 
to  those  who  are  abusing,  as 
they  may  believe  they  can  stop 
without  help. 

• Childhood  abuse  in  one’s  past 
may  contribute  to  abusive 
behavior,  but  it  is  never  an 
excuse  for  further  violence. 

Family  Members  Who  Witness  Abuse 

While  working  with  family  mem- 
bers of  those  who  have  witnessed 
abuse,  keep  the  following  points 
in  mind. 

• Counsellors  often  neglect  to 
explore  the  impact  of  the  abuse 
on  a witness. 

• It  is  well  documented  that  child 
witnesses  also  experience  the 
impact  of  abuse.  They  may 
identify  with  the  person  who 
has  been  abused  or  the  person 
who  has  abused  and  respond  in 
a similar  fashion. 

• It  is  important  that  workers  not 
be  judgmental  of  family  mem- 
bers who  may  feel  some  posi- 
tive feelings  toward  those  who 
abuse.  Identification  with  some- 
one who  abuses  is  not  un- 
common. Counsellors  need  to 
find  a good  balance  between  ac- 
cepting the  client’s  nght  to  care 
about  someone  and  not  con- 
doning the  abusive  behavior. 

Asking  Questions 

It  is  essential  to  create  a safe  and 
positive  atmosphere  for  an  indi- 
vidual who  is  coping  with  his/her 


experience  of  violence  in  rela- 
tionships. When  exploring  the 
issues  of  abuse,  be  aware  of  the 
client’s  perceptions  and  ask  ques- 
tions accordingly.  There  are  differ- 
ent ways  to  obtain  information, 
depending  on  what  the  individual 
is  ready  to  acknowledge  and  dis- 
cuss. Your  client  may  be  someone 
who  has  abused  others,  wit- 
nessed, or  experienced  abuse  and: 

• is  ready  to  discuss  it 

• is  not  ready  to  discuss  it 

• is  not  aware  that  the  actions 

were  abusive 

• does  not  remember  the  abuse. 

You  will  have  to  decide  in 

which  category  your  client 
belongs  in  order  to  decide  how  to 
discuss  the  issues. 

The  purpose  of  the  sample 
questions  below  is  to  help  you 
explore  different  ways  of  helping 
clients  discuss  their  issues  in  a 
non- threatening  way. 

The  direct  “yes  or  no” 
questions  that  are  listed  below 
may  work  with  clients  who  are 
aware  and  ready  to  discuss  their 
situations. 

The  open-ended  indirect  ques- 
tions may  be  less  threatening  to 
those  struggling  to  protect  their 
secret  or  struggling  to  figure  out 
the  cause  of  their  difficulties. 

Remember  that  these  questions 
are  merely  suggestions.  Each 
counsellor  has  a unique  style 
and  each  client  will  respond 
differently. 

(1)  Direct  Question:  Were  your 
parents  emotionally,  physically  or 
sexually  abusive  with  each  other? 
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Indirect  Questions:  How  did 
you  know  when  you  parents 
weren’t  getting  along?  How  did 
they  show  they  cared  for  each 
other? 

(2)  Direct  Question:  Were  you 
emotionally,  physically  or 
sexually  abused  as  a child? 
Indirect  Questions:  Describe 

your  childhood.  If  you  were  in 
trouble,  how  would  you  know? 
What  was  it  like  when  things 
were  going  well/badly?  Did  any- 
one ever  do  anything  to  you  that 
made  you  feel  uncomfortable? 
Did  you  ever  do  anything  that 
got  you  in  trouble?  What 
happened?  How  did  your  family 
show  love  and  affection?  Did 
anyone  ever  ask  you  to  keep 
a secret  that  left  you  un- 
comfortable? 

(3)  Direct  Question:  What  has 
been  the  effect  of  this  abusive 
experience? 

Indirect  Questions:  Can  you 
see  any  connections  between 
your  past  and  present  relation- 
ships? What  makes  you  anxious? 
How  do  you  cope? 

(4)  Direct  Question:  Have  you 
been  emotionally,  physically 
or  sexually  abused  by  a per- 
son in  a trusting  relationship? 
Indirect  Questions:  What  hap- 
pens in  your  relationships  when 
you  ask  for  something?  How  do 
you  know  things  are  going  well? 
How  do  you  know  when  things 
are  getting  difficult/dangerous? 
Are  you  ever  afraid  in  your  rela- 


tionship? What  do  you  think 
your  role  is  in  your  family?  Is 
this  different  from  how  other 
people  see  you? 

(5)  Direct  Question:  Have  you,  as 
an  adult,  abused  or  feared  you 
would  abuse  a partner  or  a 
child,  physically,  emotionally 
or  sexually? 

Indirect  Questions:  How  do 
you  deal  with  so  much  responsi- 
bility? What  do  you  do  when  you 
feel  stressed,  upset  or  angry? 
What  happens  in  your  home 
when  your  children  or  your  wife 
are  not  doing  what  they’ve  been 
asked  to  do?  How  do  you  show 
affection?  Do  you  ever  worry  that 
you’ll  lose  your  temper  or  hurt 
someone  out  of  frustration?  How 
do  you  know  that  you’re  reaching 
that  point?  What  other  ways, 
besides  hitting,  do  you  know  to 
get  people  in  your  family  to  listen 
to  you? 

(6)  Direct  Question:  How  do  you 
cope  with  current  abuse  or 
the  memory  of  past  abuse? 
Indirect  Questions:  When 

you  start  thinking  about  your 
abusive  experience,  how  do  you 
make  yourself  feel  better?  What 
do  you  do  or  can  you  do  to  feel 
safe?  What  support  systems  do 
you  have? 

The  answer  to  the  last  question 
may  indicate  substance  use.  If 
so,  pursue  this  further  by  using 
the  questions  in  How  to  Talk 
About  Alcohol  and  Drug  Use  on 
page  9. 
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The  Next  Step: 

Guiding 

Clients 

Toward 

Positive 

Change 

Once  all  the  required  infor- 
mation is  obtained,  the 
next  step  is  to  develop  a plan 
of  action  with  your  client.  This 
plan  involves  recognizing  that 
the  client  is  using  alcohol 
and/or  drugs  in  the  context  of 
current  or  past  violence, 
assessing  the  individual’s  par- 
ticular needs  and  circum- 
stances, and  examining  the 
range  of  treatment  and  other 
service  options  available. 


Establishing  that  the  client  is 
using  alcohol  and/or  drugs  in 
the  context  of  current  or  past  vio- 
lence is  a discovery  process  that 
can  threaten  both  the  person  being 
abused  and  the  person  who  abus- 
es. If  the  link  between  drug  use 
and  violence  has  not  been  estab- 
lished in  the  client’s  mind,  the 
worker  must  facilitate  this  process. 
This  step  is  very  important  be- 
cause the  client’s  treatment  needs 
- and  any  action  plan  developed  to 
meet  those  needs  - may  differ  for 
clients  who  use  alcohol  and/or 
drugs  in  the  context  of  violence. 

When  working  with  women 
who  are  experiencing  violence  in 
their  relationships  and  using 
drugs,  the  question,  “Which  do 
you  address  first,  the  violence  or 
the  substance  use?”  is  often 
posed.  There  is  no  definitive 
answer  to  this  question,  but  ser- 
vice providers  who  have  worked 
in  both  areas  recommend 
responding  to  whatever  issue  the 
client  presents  first  or  whatever 
issue  seems  to  pose  an  immediate 
health  or  safety  risk.  Whenever 
possible,  workers  should  make 
the  client  aware  of  the  link 
between  the  two  issues  and 
address  both  simultaneously.  If 
this  is  not  possible,  workers 
should  consider  making  a referral 
to  an  appropriate  service  and 
then,  working  in  partnership  with 
that  service,  ensure  that  their 
client  receives  the  necessary  help. 


Here  are  some  general  guide- 
lines for  making  referrals: 

• Be  prepared  to  refer  clients. 

• Be  clear  about  any  issues  that 
should  be  referred  elsewhere. 

• Know  your  local  referral 
resources  and  use  your  own 
contacts  when  appropriate. 

• Have  a resource  sheet  with  oth- 
er services,  phone  numbers  and 
addresses  available  for  clients. 

• Take  safety  issues  seriously  and 
help  obtain  whatever  assistance 
is  needed. 

• Make  referrals  for  medical  treat- 
ment, counselling,  and 
substance  abuse  treatment 
when  appropriate.  Though 
clients  should  make  these  deci- 
sions themselves  whenever  pos- 
sible, in  some  cases  the  client 
may  not  be  comfortable  with 
decision-making  and  may  need 
more  guidance. 

• Take  suicide  threats  seriously. 
Seek  immediate  assistance. 

• Consider  any  housing, 
financial,  immigration  or  legal 
issues  that  require  assistance. 

• Do  your  best  to  find  culturally 
appropriate  referrals,  if  the  indi- 
vidual requests  it  or  if  you  feel 
it  is  preferable.  Do  not  assume 
that  an  ethnospecific  agency  is 
necessarily  preferred  without 
asking  the  client.  Often 
anonymity  and  confidentiality 
are  placed  at  risk,  especially  in 

a small  community  where 
everyone  knows  each  other. 
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Developing  a Plan  for  Those 
Who  Use  Alcohol  and  Drugs 


Before  treatment  planning  can 
begin,  you  must  look  at  your 
client  as  an  individual  with 
unique  needs  (Soden  & Murray, 
1993).  It  may  be  tempting  to 
think  that  alcohol  and  drug  users 
are  all  alike.  But  nothing  could 
be  further  from  the  truth.  In  fact, 
substance  users  are  a heteroge- 
neous group  of  people  who  differ 
with  respect  to: 

• patterns  of  consumption 
• family  history 

• current  environmental  stressors 
• self-esteem  and  self-efficacy 
• coping  skills 

• employment  status,  educational 
achievements 
• social  supports 
• financial  resources 
• physical  and  emotional  health 
• beliefs  and  attitudes,  including 
those  that  pertain  to  substance 
use. 

Continuum  of  Care 

Treatment  for  alcohol  and/or 
drug  problems  can  range  from  a 
brief  intervention  in  the  form  of 
self-guided  information/educa- 
tion materials,  to  short-term  or 
long-term  residential  treatment 
programs.  Miller  and  Hester 
(1989)  believe  that  treatment 
should  be  based  on  an  “informed 
eclecticism”  that  reflects  the  fol- 
lowing premises. 

• There  is  no  single  superior 
approach  to  treatment  for  all 
individuals. 


• Different  types  of  individuals 
respond  best  to  different  treat- 
ment approaches. 

• It  is  possible  to  match  individu- 
als to  optimal  treatments, 
thereby  increasing  treatment 
effectiveness  and  efficiency. 
Generally,  clients  should  be 

matched  with  the  least  intrusive 
and  most  cost-effective  treatment 
option.  Most  drug  abusers  do  not 
require  intensive  residential  treat- 
ment. However,  the  more  severe 
the  drug  problem,  the  more 
structured  and  intensive  the 
treatment  must  be.  This  great 
variety  of  treatment  possibilities 
is  often  referred  to  as  the 
Continuum  of  Care.  The  following 
is  an  overview  of  the  Continuum 
of  Care  and  some  guidelines 
for  considering  who  is  most 
appropriate  for  each  part  of  the 
Continuum. 

Brief  intervention:  This  treat- 
ment option  provides  the  client 
with  information/education  on 
how  to  reduce  or  stop  alcohol/ 
drug  use.  Clients  can  guide  their 
own  treatment  or  work  with  a 
therapist.  This  approach  has  been 
found  particularly  effective  for 
women  with  early  stage  alcohol 
problems. 

Outpatient  treatment:  This  option 
is  usually  offered  once  or  twice  a 
week  on  a group  or  individual 
basis.  It  may  range  in  length  from 
four  to  eight  sessions  or  more. 
This  program  is  appropriate  for 
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clients  with  high  social  stability, 
low  to  moderate  dependence, 
and  other  indications  of  early- 
to  middle-stage  problem  drinking. 
It  has  proved  very  effective  for 
younger  clients  and  clients  with 
a brief  history  of  alcohol/drug 
problems.  Many  clients  have 
combined  alcohol/  drug  problems 
or  only  a drug  problem. 

Day  treatment:  This  treatment  is 
most  suitable  for  clients  with 
moderate  to  high  social  stability, 
moderate  to  high  dependence, 
other  indications  of  middle-  to 
late-stage  problem  drinking,  and 
no  serious  medical  or  psychiatric 
dysfunction.  Many  have  multiple 
drug  problems. 

Short-term  residential  treatment: 
This  is  recommended  for  clients 
with  low  social  stability,  high 
dependence,  and  other  indicators 
of  late-stage  substance  abuse. 
Many  clients  report  the  failure  of 
earlier,  non-residential  treatment. 
Most  of  these  clients  have  a long 
history  of  alcohol  and  multiple 
drug  problems. 

Long-term  residential  treatment: 
Clients  with  low  social  stability, 
high  dependence,  and  other  indi- 
cators of  late-stage  substance 
abuse  usually  find  this  the  most 
suitable  treatment.  These  clients 
usually  have  poor  employment 
prospects,  poor  social  skills, 
inadequate  accommodation,  a 
history  of  failure  in  earlier  non- 
residential  treatment,  and  a long 
history  of  alcohol  use  and  mul- 
tiple drug  problems. 

Detoxification:  Clients  who  have 
been  abusing  substances  for  a 
long  time  usually  experience 


withdrawal  symptoms  and 
require  support  during  the  period 
of  withdrawal.  Ideally,  clients 
who  have  been  using  prescribed 
psychoactive  medications  should 
withdraw  only  under  the  supervi- 
sion of  a physician. 

If  the  client  has  a knowledge- 
able physician  and  a supportive 
living  environment,  withdrawal 
can  be  done  on  an  outpatient 
basis.  Otherwise,  clients  should 
be  referred  to  a detoxification 
centre.  Clients  who  have  had 
previous  severe  withdrawal 
symptoms  in  the  past,  or  who 
have  been  unable  to  stop  drink- 
ing/drug use  on  their  own, 
should  always  be  referred  to  a 
detoxification  centre. 

Mutual  aid  (self-help)  groups: 
Clients  can  be  referred  to  12-step 
self-help  groups  (e.g.,  Alcoholics 
Anonymous,  Narcotics  Anony- 
mous, Cocaine  Anonymous, 
Women  for  Sobriety),  if  such 
programs  are  available  in  the 
community.  They  are  sometimes 
the  only  intervention  available, 
or  they  may  be  an  adjunct  to  oth- 
er types  of  treatment.  Many  treat- 
ment programs  also  require  com- 
pulsory attendance  at  a 12-step 
program.  If  the  first  group  does 
not  work  out,  clients  should  be 
encouraged  to  keep  trying  until 
they  find  a group  that  is  comfort- 
able for  them.  Female  clients  may 
feel  more  comfortable  in  a 
Women  for  Sobriety  group,  if  one 
is  available.  Women  for  Sobriety 
started  as  an  alternative  to  AA 
and  is  particularly  appropriate  for 
women  who  do  not  feel  safe  in  a 
mixed  gender  environment. 
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Developing  a Plan  for  Those 
Who  Have  Been  Abused 


Guidelines  for 
Appropriate  Services 
Here  are  some  important  guide- 
lines for  selecting  appropriate 
treatment  services  for  substance- 
using people  who  have  been 
abused. 

• Consider  the  nature  of  the 
problem  and  the  gender  of  the 
client. 

• Consider  the  client’s  special 
needs,  such  as  language  barri- 
ers, ethnicity,  race,  culture  or 
disabilities. 

• Consider  the  length  of  the  wait- 
ing list  before  referring  a client. 
Some  clients  need  immediate 
help. 

• When  referring  a client  who 
has  been  physically  or  sexually 
abused,  try  to  ensure  that  the 
need  for  personal  safety  will  be 
dealt  with,  especially  in  cases  of 
marital  violence. 

• Refer  your  client  to  a transi- 
tional shelter,  if  necessary. 

Make  sure  it  is  culturally 
appropriate,  if  possible. 

• Women  who  have  been  abused 
by  men  may  feel  safer  in  an  all- 
female environment.  Be  aware 
of  community  resources  that 
are  sensitive  to  women’s  needs. 

• Similarly,  men  may  feel  more 
comfortable  in  an  all-male 
group,  when  discussing  issues 
of  violence  and  sexual  abuse. 

• Remember  that,  although  most 


people  abused  in  heterosexual 
relationships  are  women,  men 
are  sometimes  abused  by 
women.  Males  who  have  been 
sexually  abused  often  require 
special  treatment.  This  kind  of 
treatment  may  be  difficult  to 
find  in  some  communities. 

• Remember  that  abuse 
sometimes  occurs  in  homo- 
sexual or  lesbian  relationships. 
Find  appropriate  services  for 
these  populations  in  your  area, 
if  they  are  available. 

Women-Sensitive  Services 
The  following  is  a checklist  of 
characterisitics  of  women- 
sensitive  services  based  on  the 
work  of  Reed  (1987). 

An  appropriate  women- 
sensitive  program: 

• has  female  counsellors  and  wo- 
men in  decision-making  roles 

• uses  feminist  principles  and 
approaches  to  empower  women 

• involves  consumers  in  the 
development  and  evaluation  of 
services 

• emphasizes  women  as  equal 
partners  in  treatment  planning 
and  goal  setting,  and  de- 
emphasizes  confrontational 
approaches  which  may  further 
add  to  a woman’s  low  self- 
esteem 

• educates  about  substance  abuse 
and  its  effects 

• offers  activities  to  build  the 
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skills  required  to  maintain  a 
drug-free  lifestyle 

• offers  women’s  groups  that 
allow  women  to  explore 
sensitive  issues,  leam  to  value 
themselves  and  other  women, 
and  help  develop  a network 
of  support 

• offers  activities  that  help 
women  develop  self-esteem,  life 
skills  and  other  coping  skills 

• offers  family  and  children’s 
services,  including  parenting 
training,  child  care,  assessment 
and  intervention  for  children, 
and  attempts  to  involve 
partners  and  significant  others 
in  supporting  roles 

• offers  women  who  are  parents 


the  opportunity  to  talk  about 
related  issues,  i.e.,  effects  on 
children,  guilt 

• provides  access  to  vocational 
rehabilitation  services 

• has  program  staff  able  to 
respond  to  and  make  appropri- 
ate referrals  for  clients  with 
issues  of  violence,  eating  disor- 
ders, depression,  gynecological 
problems,  HIV/AIDS,  legal 
issues,  medical  problems,  etc. 

• offers  health  promotion 
programs 

• is  sensitive  to  women  of 
different  sexual  orientation 
and  ethnocultural  and  racial 
backgrounds. 


Module  4 

Identification 


DEVELOPING  A PLAN  FOR  THOSE  WHO  HAVE  BEEN  ABUSED 


Developing  a Plan  for 

Child  Witnesses  of  Family  Violence 


Many  children  who  experi- 
ence family  violence  are 
also  exposed  to  drug  abuse. 

These  children  have  difficulty 
trusting  their  environment  and 
establishing  healthy  boundaries. 
They  avoid  emotions,  feel  overly 
responsible  for  others,  and  are  at 
risk  of  developing  mental  health 
problems.  The  goal  for  treatment 
of  these  children  is  to  help  them 
develop  coping  skills. 

Helping  Children 
Understand 

There  are  excellent  programs  that 
teach  generic  coping  skills.  These 
programs  empower  children 
through  information  and 
support,  by  conveying  the 
following  concepts. 

• Children  are  not  responsible  for 
the  problems  of  their  parents  or 
other  adults. 

• Children  cannot  change  the 
behavior  of  their  parents  or 
other  adults.  But  they  need  to 
learn  that  they  have  a right  to 


protect  themselves,  even  if  that 
means  reporting  an  adult. 

• Children  can  control  their  own 
behavior  and  can  learn  to  cope 
with  their  difficulties. 

Skill  Building 

Programs  often  include  a group 
format  with  open  discussion. 
They  typically  include  teaching 
the  following  skills: 

• cues  to  help  children  anticipate 
violent  situations 

• ways  for  children  to  protect 
themselves  from  violence 

• ways  to  build  children’s  self- 
esteem 

• ways  for  children  to  under- 
stand and  cope  with  their 
feelings. 

To  achieve  healthy  develop- 
ment, the  child  will  have  to  learn 
to  deal  with  ongoing  exposure  to 
violence.  Each  child  may  need 
treatment  to  address  different 
developmental  issues  and  prob- 
lems related  to  his  or  her  expo- 
sure to  violence. 
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Developing  a Plan  for  Those  Who  Abuse 


Many  communities  have 
programs  for  those  who 
have  abused  others.  It  is  impor- 
tant to  get  to  know  the  programs 
in  your  area  and  their  admission 
criteria.  Some  only  take  manda- 
tory referrals  from  the  court  sys- 
tem. Others  only  take  voluntary 
clients  who  have  no  current 
court  involvement.  Still  others 
work  with  any  man  who  is 
referred,  regardless  of  whether 
he  is  “mandatory.” 

Taking  Responsibility 
for  Abuse 

As  a counsellor  or  service  pro- 
vider, you  must  not  only  assess 
the  needs  of  a client  who  has 
abused,  but  you  must  also  take 
into  account  the  immediate  safety 
of  those  being  abused.  The  abuser 
must  take  responsibility  for  his  or 
her  actions.  The  following  points 
should  be  kept  in  mind. 

• Keep  the  focus  on  the  abuser’s 
behavior.  Abusers  often  try  to 
focus  on  other  people’s  behav- 
ior in  order  to  justify  their  own 
actions.  They  often  say  they 
have  been  wronged  or  pro- 
voked. The  focus,  however, 
should  remain  on  how  the 
client  has  reacted  in  these 
situations  and  his  personal 
responsibility  for  his  behavior. 

• Make  it  clear  that  the  client  is 
neither  crazy  nor  a monster.  He 
has  problems  that  are  shared  by 
many  other  people  and  if  he 


wants  to  change,  he  can. 
However,  this  will  require 
making  a commitment  to 
change  and  getting  help. 

If  possible,  referrals  should  be 
made  to  programs  that  deal  with 
both  substance  use  and  family 
violence.  If  such  programs  are 
not  available,  treatment  for  sub- 
stance use  and  violent  behavior 
will  have  to  be  co-ordinated. 
During  assessment,  special  con- 
sideration should  be  given  to  the 
possibility  of  neurological/ 
physiological  or  psychiatric  con- 
ditions that  may  lead  to  violence. 

Treatment  Goals 
Whether  the  abuser  is  referred  to 
individual  or  group  counselling, 
the  following  treatment  goals 
should  be  considered. 

The  individual  who  abuses: 

• should  be  educated,  at  the 
outset,  about  what  is 
considered  abuse 

• must  accept  responsibility  for 
violent  behavior 

• must  accept  violence  as  a crime 
that  will  be  prosecuted 

• should  recognize  that  he  can 
change 

• should  find  new  ways  of  han- 
dling anger  and  conflict,  such 
as  learning  stress  management, 
relaxation  skills,  and  new  prob- 
lem-solving skills 

• may  require  positive  assertive- 
ness training  and  other  meth- 
ods of  increasing  self-esteem 
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• must  re-evaluate  sexist  beliefs 
about  women  and  reassess  roles 
in  relationships 

• must  develop  new  models  of 
non-violent  behavior  and 
requires  evidence  to  support 
these  models 

• must  develop  personal  interac- 
tions with  others  to  build  posi- 
tive relationships. 

Counsellor  Attitudes 

Both  male  and  female  counsellors 
must  examine  their  own  attitudes 
toward  violence,  so  that  they  can 
provide  support  and  constructive 
information.  Because  of  in- 
grained social  attitudes  regarding 
violence  against  women,  it  is 
important  that  male  counsellors 
be  aware  that  they  themselves 
may  unknowingly  project 
attitudes  that  could  be  interpret- 
ed as  collusion.  Female  counsel- 
lors must  examine  their  personal 
attitudes  toward  men  who  abuse. 
Co-leadership  involving  male 
and  female  therapists  provides  a 
much-needed  model  of  power 
sharing. 

Try  to  develop  some  level  of 
rapport  and  trust  as  a stepping 
stone  to  making  a referral  to  a 
program.  Remember,  although 
they  may  act  in  a hostile  or  resis- 
tant manner,  many  individuals 
who  abuse  have  difficulty  trusting 
people,  may  be  ashamed  of  their 
behavior,  and  are  not  accustomed 
to  talking  about  themselves  or 
asking  for  help.  If  possible,  try  to 
find  that  part  of  the  person  that  is 
in  pain  or  is  concerned  about  his 


behavior,  and  focus  on  that  as  a 
motivator  for  change. 

Conjoint  Marital  Therapy 

There  should  be  ongoing  contact 
between  the  counsellor  and  the 
partner  of  the  abuser.  In  fact, 
many  people  who  abuse  their 
partner  request  marital  coun- 
selling as  the  initial  intervention. 
Conjoint  family  therapy  is  not 
recommended  in  the  beginning, 
however,  for  the  following 
reasons. 

• Those  who  have  been  abused 
may  not  feel  safe  enough  to 
honestly  disclose  their 
concerns. 

• Therapy  may  increase  the  risk 
of  further  violence  due  to  its 
emotional  nature,  the  dredging 
up  of  conflicts,  and  the  possi- 
bility that  one  party  may  feel 
the  therapist  supports  or  con- 
demns his  or  her  position. 

This  type  of  therapy  should  be 

offered  to  couples  only  after  the 
abuser  has  taken  steps  to  elimi- 
nate abusive  behavior  and  the 
individual  who  has  been  abused 
feels  her  safety  is  assured. 

Treating  the  Abuser 
who  has  been  Abused 

Researchers  and  clinicians  report 
that  many  abusers  have  been 
abused  themselves.  Their  abusive 
behavior  is  therefore  very  likely 
linked  to  their  earlier  experience. 
Special  treatment  is  needed  for 
this  client  group. 

The  following  resources  may 
be  needed  to  help  the  substance 
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abusing  person  who  uses  vio- 
lence or  other  forms  of  abuse 

against  others: 

• substance  abuse  treatment 

• groups  for  batterers 

• individual  counselling  that  is 
culturally  and  linguistically 
appropriate 

• socio-economic 
assistance/counselling 

• vocational  counselling 

• educational  information 
regarding  drugs,  violence, 
and  the  link  between  the  two 


• legal  services  for  criminal 
or  family  problems 

• settlement  counselling 

• parenting  skills  programs 

• individual  counselling 
for  family/marital 
issues 

• conjoint  counselling  for 
family/marital  issues 

• mental  health  services 

• groups  for  survivors  of 
sexual  abuse 

• mutual  aid  (self-help) 
groups. 
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Module  4:  Identification 

Goal 


This  module  provides  some  practical 
resources  to  gather  client  information 
for  identification  of  the  coexisting 
problems  of  alcohol/drug  use  and 
violence  against  women  and  children 
in  relationships  and  to  help  facilitate 
the  development  of  appropriate 
treatment  plans. 
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Module  4:  Identification 

Objectives 

Upon  completion  of  this  module, 

you  will  be  able  to: 

• identify  some  of  the  counsellor, 
client,  and  system  barriers  to 
obtaining  information  about  a 
client’s  problems 

• identify  how  and  when  to  ask 
questions  about  alcohol  and  drug 
use  or  partner  or  child  abuse 

• begin  to  formulate  referral  and 
treatment  plans  for  clients 
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What  is  Identification? 


Identification  is  the  step  before 
assessment.  It  is  recognition  or 
suspicion  of  a problem. 
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What  Are  We  Identifying? 


To  have  an  effective  understanding  of 
an  individual’s  needs,  you  will  want  to 
know  whether  your  client: 

(1)  uses  alcohol  and/or  other  drugs 
frequently  or  in  high  volumes 

(2)  has  been  a victim  of  emotionally, 
psychologically  or  physically 
abusive  behavior 

(3)  behaves  abusively  toward  others 
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Benefits  of  Identification 

Identification  can: 

• prevent  the  onset  of  drug  use  to 
cope  with  the  client’s  experience 
with  violence 

• prevent  drug  use  from  becoming 
more  of  a problem 

• help  clients  develop  plans  that  may 
enhance  their  safety  and  security 

• more  effectively  eliminate  violence 

• match  appropriate  treatment  and 
services  with  multifaceted  problems 
of  the  client 
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Counsellor  Barriers 

• personal  experience  with  violence 

• personal  experience  with  drug  use 

• attitudes 

• lack  of  training/experience 

• being  too  prescriptive 

• reluctance  to  report  incidents 
of  violence 

• communication 

• miscommunication 
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Client  Barriers 

• denial 

• blocked  memories 

• fear  of  counsellor’s  disapproval 

• gender  of  counsellor 

• fear  of  disclosure 

• self-protection 

• different  views  of  abuse 

• fatalism 

• different  views  of  “help-seeking” 

• communication 
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System  Barriers 

• limitations  created  by  agency 
mandates 

• inadequate  referral  availability 

• inadequate  information 
gathering  protocol 

• limited  services  for  women 
of  diverse  backgrounds  and 
circumstances 

• conflicting  visions  of  service 
delivery 
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Indicators  of  the  LINK 


• Where  partner  violence  is  present, 
substance  abuse  is  also  more  likely 
to  be  present. 

• Where  incest  occurs,  substance 
abuse  is  more  likely  to  be  present. 

• Where  incest  occurs,  partner 
violence  is  more  likely  to  be  present. 

• Where  substance  abuse  occurs, 
incest  and  partner  violence  are 
more  likely  to  be  present. 

• Adults  who  experienced  incest  are 
more  likely  to  become  substance 
abusers  and  victims  of  partner 
violence. 
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Indicators  of  the  LINK 

Adults  who  have  come  from  violent, 
substance  abusing  families  are  more 
likely  to: 

• be  substance  abusers  themselves  and, 
for  males  especially,  to  inflict  violence 
on  members  of  their  own  families 

• require  help  from  mental  health 
agencies 

• have  an  abusive,  alcoholic  partner 

• exhibit  the  symptoms  of  post- 
traumatic  stress  disorder. 

Women  who  seek  help  for  symptoms  of 
low  self-esteem  and/or  depression  are 
more  likely  to  have  experienced  violence 
and/or  to  be  abusing  drugs  or  alcohol. 
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Low-Risk  Drinking 


No  more  than  12  drinks  in 
any  week 

At  least  one  day  per  week 
without  drinking 

Men:  maximum  of  four  drinks 
in  any  one  day 

Women:  maximum  of  three 

drinks  in  any  one  day 
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Those  at  High  Risk  of 
Prescription  Drug  Misuse 

• women  living  in  a violent 
environment 

• women  with  disabilities 

• women  with  limited  literacy 
or  language  facility 

• elderly  women  who  do  not 
work  outside  the  home 

• those  who  have  been  abused 
and  those  who  abuse 

• women  who  are  immigrants 
or  refugees 
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How  to  Talk  About 
Alcohol/Drug  Use 

• Ask  about  alcohol  or  drug  use  in 
the  context  of  a specific  event. 

• Work  from  an  established  concern. 

• Create  a family  profile. 

• Explore  the  full  range  of 
substances. 

• Start  with  a less  threatening 
substance  to  talk  about,  such 
as  alcohol. 
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Enquiring  About 
Alcohol/Drug  Use 

• When  did  you  first  use 
alcohol/drugs? 

• Have  you  used  in  the 
last  year? 

• Has  your  use  ever  concerned 
you  or  other  people?  If  so, 
who  was  concerned? 

• Are  you  currently  concerned 
about  it? 


Module  4 

Identification 


Overhead  4-15 


O 

CL 


More  Questions  About 
Alcohol/Drug  Use 

• In  the  past  year,  have  you  ever  felt 
that  you  should  cut  down  your 
alcohol/drug  use? 

• Have  people  annoyed  you 
by  commenting  on  your 
alcohol/drug  use? 

• In  the  past  year,  have  you  ever  felt 
guilty  about  your  alcohol/drug  use? 

• Have  you  ever  felt  it  necessary  to 
use  alcohol  or  drugs  to  steady 
yourself  or  to  get  rid  of  hangovers 
or  cravings? 
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Further  Enquiry 

• What  are  you  using? 

• How  much  are  you  using? 

• How  often  do  you  use? 

• What  is  happening  at  the 
time  you  use? 

• What  are  the  payoffs 
of  using? 

• What  are  the  negative 
consequences  to  you  and 
those  around  you? 
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How  to  Talk  About  Violence  Against 

\ 

Women  and  Children  in  Relationships 

Adults  Who  Are  Abused 

• Professional  use  of  the  following  terms  may  not 
be  understood  by  the  client:  physical  abuse, 
sexual  abuse,  emotional  abuse,  violence, 
maltreatment  and  neglect. 

• It  may  be  necessary  to  gradually  introduce  issues 
of  violence. 

• Identification  is  a process,  not  a one-time  event. 

• Clients  need  to  share  control  of  some  aspects  of 
the  interview,  such  as  the  pace,  the  information 
shared,  the  structure,  and  the  goals. 
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How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Adults  Who  Are  Abused  - Do: 

• Believe  in  the  client. 

• Listen  and  let  the  client  talk  about  feelings  and 
experiences. 

• Show  clearly  that  violence  is  never  acceptable. 

• Help  build  your  client’s  self-esteem. 

• Allow  the  client  to  make  his/her  own  decisions. 

• Develop  an  action  plan  with  your  client  to  help 
ensure  safety  of  family  members. 

• Help  the  client  explore  available  resources, 
including  ethnospecific  services,  if  this  is  the 
client’s  preference. 


Module  4 

Identification 


Overhead  4-19 


O 

CL 


CD 


U1 


How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Adults  Who  Are  Abused  - Do  Not: 

• Become  angry  with  the  person  who  has 
been  abused. 

• Tell  the  client  what  to  do. 

• Tell  the  client  to  try  harder. 

• Tell  the  client  to  stay  with  an  abusive  partner 
for  the  sake  of  the  children. 

• Change  the  subject  as  a way  of  not  dealing 
with  the  disclosure. 
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How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Adults  Who  Are  Abused  - Do  Not: 

• Judge  according  to  your  own  cultural  values, 
standards  or  norms. 

• Patronize  the  client,  especially  in  cases  of 
language  barriers  or  disabilities. 

• Recommend  marital  or  conjoint  counselling 
as  an  initial  intervention. 
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How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Q. 

MB* 

Adults  Who  Abuse  * 


• Trust  is  a difficult  issue  for  those  who  abuse. 

• Support  is  essential,  but  be  cautious. 

•The  safety  of  those  they  have  abused  is  essential. 

• Violence  is  a cycle  reinforced  each  time  it 
succeeds,  and  without  intervention  it  will 
not  stop. 

• Childhood  abuse  may  contribute  to  abusive 
behavior,  but  it  is  never  an  excuse  for  further 
violence. 
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How  to  Talk  About  Violence 

Against  Women  and  Children 

in  Relationships 

Family  Members  Who  Witness  Abuse 

• Counsellors  often  neglect  to  explore 
the  impact  of  the  abuse  on  a witness. 

• Child  witnesses  also  experience  the 
impact  of  abuse. 

• It  is  important  that  counsellors  not  be 
judgmental  of  family  members  who 
may  have  some  positive  feelings 
toward  those  who  abuse. 
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How  to  Talk  About  Violence  Against 
Women  and  Children  in  Relationships 

Asking  Questions 

There  are  different  ways  of  asking  questions  about 
violence  against  women  and  children  in  relation- 
ships, depending  on  what  the  individual  is  ready 
to  acknowledge  and  discuss. 

Your  client  may  be  someone  who  has  abused 
others,  witnessed  or  experienced  violence  in  a 
relationship,  and: 

• is  ready  to  discuss  it 

• is  not  ready  to  discuss  it 

• is  not  aware  that  the  actions  were  abusive 

• does  not  remember  the  abuse 
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Developing  a Plan  for  Those 
Who  Use  Alcohol  and  Drugs 

Substance  users  differ  with  respect  to: 

• patterns  of  consumption 

• family  history 

• current  environmental  stressors 

• self-esteem  and  self-efficacy 

• coping  skills 

• employment  status,  educational 
achievements 

• social  supports 

• financial  resources 

• physical  and  emotional  health 

• beliefs  and  attitudes,  including 
those  that  pertain  to  substance  use 
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Continuum  of  Care 

• Brief  intervention 

• Outpatient  treatment 

• Day  treatment 

• Short-term  residential  treatment 

• Long-term  residential  treatment 

• Detoxification 

• Mutual  aid  (self-help)  groups 
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Case  Studies: 
Obtaining 
Information 
About 

Alcohol  and 
Drug  Use 


Client  Case  1:  Megumi 

You  are  a family  counsellor  at  a women’s  shelter.  The  following 
case  describes  one  of  your  clients  at  the  shelter.  Take  a few 
minutes  to  read  the  case  description  and  then,  using  your  notes, 
work  as  a group  to  answer  the  question  following  the  case. 

When  you  have  finished,  turn  the  page  and  you  will  be  provided 
with  more  information  about  the  client. 

Case  Description  » 

Megumi  has  recently  left  her  abusive  husband.  She  fled  to  a shelter 
with  her  three  children.  She  is  now  in  a supportive  housing  program. 
She  commutes  daily  to  a job  as  a receptionist.  Her  youngest  child  is 
in  daycare;  the  other  two  are  in  school. 

Recently  she  has  been  complaining  about  being  tired  all  the 
time.  She  has  also  been  frequently  late  for  work  because  she  has  had 
trouble  getting  up  in  the  mornings  and  has  been  taking  a lot  of  sick 
days.  She  is  now  concerned  about  keeping  her  job  because  she  has 
been  warned  that,  if  she  continues  to  miss  so  much  work,  she  may 
be  fired. 

Question 

As  her  family  counsellor,  what  questions  would  you  ask? 


Do  not  turn  the  page  until  your  group  has  answered  this  question. 
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The  family  counsellor  asks  the  following  questions: 

Are  you  drinking  daily? 

Answer:  Yes,  a little  bit,  not  a lot. 

Are  you  on  any  prescription  drugs? 

Answer:  Yes,  some  tranquillizers. 

Question 

Do  you  feel  that  you  have  enough  information  about  Megumi’s 
alcohol  and  drug  use  to  recommend  a next  step?  If  not,  how  would 
you  proceed? 
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Client  Case  2:  Nancy 

You  are  a case  worker  at  a women’s  shelter.  The  following  case 
describes  one  of  your  clients  at  the  shelter.  Take  a few  minutes 
to  read  the  case  description  and  then,  using  your  notes,  work  as  a 
group  to  answer  the  question  following  the  case. 

When  you  have  finished,  turn  the  page  and  you  will  be  provided 
with  more  information  about  the  client. 

Case  Description  * 

Nancy  has  been  living  at  a shelter  for  a couple  of  weeks  since  she  left 
her  partner.  In  one  of  her  meetings  with  her  case  worker,  Nancy  talks 
about  how  her  partner  used  to  come  in  from  work  slightly  intoxicat- 
ed and  it  would  take  very  little  to  set  him  off,  like  the  children  being 
noisy.  She  tells  the  case  worker  that  she  found  the  situation  hard  on 
her  nerves. 

Question 

As  Nancy’s  case  worker  how  would  you  proceed? 


Do  not  turn  the  page  until  your  group  has  answered  this  question. 
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The  case  worker  asks  the  following  question: 

How  have  you  coped  with  this  difficult  situation? 

Answer:  The  prescription  my  doctor  gave  me  has  been  helpful. 

Question 

Do  you  feel  that  you  have  enough  information  about  Nancy’s  drug 
use  to  recommend  a next  step?  If  not,  how  would  you  proceed? 
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Client  Case  3:  Monika 


You  are  a Children’s  Aid  worker.  The  following  describes  a case 
you  have  been  asked  to  investigate.  Take  a few  minutes  to  read 
the  case  description  and  then,  using  your  notes,  work  as  a group  to 
answer  the  question  following  the  case. 

When  you  have  finished,  turn  the  page  and  you  will  be  provided 
with  more  information  about  the  client. 

Case  Description  » 

You  are  a Children’s  Aid  worker  who  has  been  called  in  to  talk  to 
Monika.  Her  neighbors  have  reported  that  Monika  has  been  leaving 
her  children  alone  at  night. 

This  is  not  the  first  time  you  have  been  called  in  to  talk  to 
Monika.  The  last  time  you  worked  with  her,  you  were  investigating 
suspicions  that  her  boyfriend  was  abusing  her  children.  At  that  time, 
you  became  aware  that  Monika  had  been  using  cocaine,  but  accord- 
ing to  her  file,  she  has  been  out  of  treatment  for  some  time. 

During  the  interview  with  Monika  you  notice  that  she  has 
trouble  sitting  still.  She  seems  extremely  talkative,  very  suspicious, 
and  her  nose  is  very  red  as  though  she  has  a bad  cold.  This  behavior 
is  unusual  for  Monika. 

Question 

How  would  you  proceed? 


Do  not  turn  the  page  until  your  group  has  answered  this  question. 
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You  ask  the  following  question: 

Monika,  I can’t  help  but  notice  that  you  seem  quite  restless, 
really  uptight.  I’m  concerned.  The  way  you’re  behaving  now 
reminds  me  of  when  you  were  using  cocaine.  So,  I’m  wondering 
if  you’re  using  cocaine  again? 

Answer:  Sometimes. 

Question 

Do  you  feel  that  you  have  enough  information  about  Nancy’s  drug 
use  to  recommend  a next  step?  If  not,  how  would  you  proceed? 
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Case  Studies: 
Obtaining 
Information 
About 

Partner  and 
Child  Abuse 


Client  Case  1:  Julie 

You  are  a group  leader  at  a local  addictions  treatment  centre.  The 
following  describes  a case  you  are  working  on.  Take  a few  min- 
utes to  read  the  case  description  and  then  using  your  notes  work  as  a 
group  to  answer  the  questions  following  the  case. 

Case  Description 

Julie  is  an  eight-year-old  child  who  has  been  referred  to  a support 
group  for  children  of  Substance  abusers.  Julie’s  mother  recently 
entered  a residential  treatment  program  to  deal  with  her  alcohol 
problem.  Julie  has  been  placed  in  a foster  home.  Although  she  misses 
her  mother,  the  group  leader  has  noticed  that  she  appears  less 
depressed  and  anxious. 

Throughout  group,  Julie  has  been  overly  affectionate  with  the 
two  group  leaders.  She  is  also  very  sexually  aware  for  a child  her  age. 
She  rubs  her  genital  area  frequendy. 

When  group  discussion  turns  to  family,  she  talks  of  being  afraid 
of  her  mother’s  boyfriend. 

Near  the  end  of  group,  we  learn  that  Julie  is  to  be  returned  to 
her  mother,  who  is  now  home  from  her  treatment  program.  Although 
she  is  glad  to  be  able  to  see  her  mother  again,  she  is  highly  anxious 
about  going  home.  She  has  become  extremely  depressed,  withdrawn 
and  anxious. 

Questions 

1.  What  indicators  would  lead  you  to  believe  the  Julie  may  be 
experiencing  abuse? 

2.  What  steps  might  you  take  to  find  out  more  informadon? 

What  questions  would  you  ask? 


Module  4 

Identification 


CASE  STUDIES:  OBTAINING  INFORMATION  ABOUT  PARTNER  AND  CHILD  ABUSE 


Client  Case  2:  Darlene 


ou  are  a school  social  worker.  The  following  describes  a case  you 


JL  are  working  on.  Take  a few  minutes  to  read  the  case  description 
and  then,  using  your  notes,  work  as  a group  to  answer  the  questions 
following  the  case. 

Case  Description 

Darlene  is  a 40-year-old  nurse  who  works  shifts  in  a general  hospital. 
She  has  a 12-year-old  son  with  emotional  problems.  The  boy’s  father 
has  never  been  a part  of  their  lives. 

She  has  chronic  back  and  shoulder  pain  as  a result  of  a dislocat- 
ed shoulder  and  takes  large  amounts  of  painkillers  on  a daily  basis. 
She  suffers  from  headaches  and  mood  swings. 

Recently,  Darlene  has  been  having  problems  at  work.  She  is  often 
late  for  work  and  is  absent  a lot.  She  is  very  impatient  with  her  son 
and  is  having  difficulty  parenting  at  this  time.  She  is  drinking  an 
undisclosed  amount  of  alcohol  and  says  she  often  feels  helpless  and 
depressed. 

Darlene  knows  she  needs  help  but  is  reluctant  to  seek  it  because 
of  her  profession. 

Questions 

1.  What  indicators  would  lead  you  to  believe  the  Darlene  may  be 
experiencing  abuse? 

2.  What  steps  might  you  take  to  find  out  more  information? 

What  questions  would  you  ask? 
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Client  Case  3:  Lian 


You  are  a family  doctor.  The  following  describes  one  of  your 
patients.  Take  a few  minutes  to  read  the  case  description  and 
then,  using  your  notes,  work  as  a group  to  answer  the  questions 
following  the  case. 

Case  Description 

Lian  is  a 32-year-old  female  who  is  physically  disabled.  She  has 
Grade  12  and  some  cdllege  education.  She  is  on  a disability  pension, 
although  she  would  much  rather  work.  Two  years  ago,  Lian  was 
raped  in  her  home  and  began  to  drink  to  deal  with  her  feelings. 

Lian  is  rapidly  losing  her  support  system  and  her  behavior  is  quite 
destructive  when  she  drinks.  In  the  past  six  months,  Lian  has  started 
seeing  someone  she  met  in  one  of  the  bars  that  she  goes  to. 

During  a recent  examination  at  her  family  doctor  for  treatment 
for  a venereal  disease,  the  doctor  noticed  cuts,  scrapes  and  bruises  on 
Lian’s  thighs  and  lower  body. 

Questions 

1.  What  indicators  would  lead  you  to  believe  the  Lian  may  be 
experiencing  abuse? 

2.  What  steps  might  you  take  to  find  out  more  information? 

What  questions  would  you  ask? 
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Introduction 

Workers  in  both  the  addictions  and  the  family  violence  fields  agree 
that  building  partnerships  is  essential.  Serious  attempts  at  working 
together  are  being  made  to  address  common  problems  and  improve  services 
for  clients.  Both  individual  service  providers  and  organizations/agencies  can 
become  involved  in  this  process. 

We  recognize  that  building  partnerships  in  different  communities  may 
require  different  approaches  and  strategies.  This  module  provides  some 
guidelines  and  strategies  for  building  partnerships  based  on  various  partner- 
ship models.  The  models  presented  in  this  module  are  intended  to  serve  as 
choices  and  guidelines.  They  may  be  further  adapted  according  to  the  needs 
of  the  individual  community. 
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Overview  of 
Partnerships 

A partnership  exists  when 
two  or  more  health  and 
social  service  providers  co- 
operate to  address  common 
problems,  exchange  resources 
and  build  coalitions.  An  effec- 
tive partnership  requires 
shared  goals,  equal  decision- 
making powers,  tasks  that 
are  divided  up  with  an 
agreement  on  workload, 
mutual  co-operation,  joint 
action,  and  a commitment  to 
share  resources.  Written 
agreements  may  be  formal 
or  informal. 
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Benefits  of  Partnerships 

Here  are  some  of  the  benefits  of 
setting  up  a partnership. 

Improved  staff  effectiveness 
A partnership  can  open  up  a 
vast  new  complement  of 
resources  to  the  staff. 

Improved  accessibility  for  clients 
Clients  may  learn  more  about 
the  services  of  the  agency  they 
are  using,  as  well  as  the  services 
provided  by  other  agencies. 
Reduced  fragmentation  of  services 
Clients  with  multiple  needs  often 
fall  through  the  cracks  because  of 
the  bureaucracy  that  exists  in 
many  agencies. 

Elimination  of  duplication  of  services 

Attempts  to  “reinvent  the  wheel” 
are  prevented  when  alternative 
resources  are  made  known  to  all 
partners. 

Types  of  Partnerships 
T here  are  three  types  of  part- 
nerships: network  partnerships, 
co-ordination  partnerships,  and 
collaboration  partnerships. 
These  types  differ  according  to 
the  interaction  of  member  orga- 
nizations, the  partnership’s  pur- 
poses and  operations,  and  the 
resulting  agreements. 

Network  Partnership 
A network  partnership  exists 
when  organizations  work  to- 
gether with  loose  informal 
connections.  The  purpose  of 


the  network  partnership  is  to 
exchange  information  and  to 
provide  support.  The  benefits 
of  this  type  of  partnership 
include: 

• members  can  join  or  dis- 
connect with  relative  ease 

• members  can  keep  their 
autonomy 

• informal  process  and 
structural  patterns 

• low  cost,  because  resources 
are  limited  to  sharing  of  infor- 
mation, ideas,  news,  reports, 
messages. 

Co-ordination  Partnership 

Organizations  working  together 
with  more  close  connections  are 
considered  a co-ordination  part- 
nership. The  purpose  of  a co- 
ordination partnership  is  to  im- 
plement tasks  that  require 
resources  beyond  information 
sharing.  Membership  is  stable, 
with  considerable  attention  given 
to  who  joins  and  what  happens  if 
a member  organization  leaves. 
Process  and  structural  patterns 
are  more  formal.  A degree  of 
autonomy  is  lost  and  resource 
commitments  involve  some  level 
of  each  member’s  assets,  such  as 
time,  personnel,  funds  or  facili- 
ties. Because  loss  of  autonomy 
can  create  conflict,  conflict  man- 
agement skills  should  be  intro- 
duced at  the  start  to  prevent 
problems  from  becoming  divisive. 
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Collaboration  Partnership 

Member  organizations  in  a 
collaborative  partnership  are 
closely  associated.  The  purpose 
of  a collaboration  partnership  is 
specific,  complex  and  long  range. 
Membership  is  very  stable  and 
process  and  structural  patterns 
are  very  formal  and  often 
legalized.  Each  representative 


has  the  responsibility  of  exerting 
significant  decision-making 
powers  on  behalf  of  their 
organization.  Effects  on  each 
member  organization  and  the 
commitment  to  resources  can 
be  quite  involved.  Careful 
consideration  is  required  before 
an  organization  decides  to 
participate. 
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Models  for 
Partnerships 

This  section  presents  four 
models  that  have  been 
adapted  to  serve  as  guide- 
lines for  developing  partner- 
ships in  the  community: 

(1)  the  Circle  of  Responsi- 
bility Model,  (2)  the  Kovach 
Model  for  service  network 
building,  (3)  a Model  for 
Effective  Collaboration,  and 
(4)  a Model  for  Working 
with  Ethnospecific  Agencies. 
These  models  should  pro- 
vide the  flexibility  necessary 
to  build  partnerships  be- 
tween two  or  more  service 
providers  in  interdiscipli- 
nary fields  and  diverse  com- 
munity settings. 

It  is  crucial  that  these 
models  be  adapted  to  meet 
the  needs  of  specific  com- 
munities. A good  under- 
standing of  your  community 
will  help  you  decide  which 
model  will  work  best,  or 
which  aspects  of  each  model 
can  be  used  to  create  an 
approach  most  suited  to  the 
needs  of  your  community. 


Figure  5.1 

Circle  of  Responsibility 

(Adapted  from  the  presentation  of  Julie  Lee, 
Battered  Women’s  Advocacy  Centre, 
Toward  A Non-Violent  Society  Part  II  - 
A Networking  Opportunity, 
Summary  Report,  April  7,  1993.) 
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The  Circle  of  Responsibility  Model 


The  Circle  of  Responsibility 
Model  has  been  used  primar- 
ily by  those  in  the  violence  field 
for  building  strong  community 
support.  Co-ordination  is  needed 
between  all  areas  of  a community 
in  order  to  provide  effective  sup- 
port for  those  experiencing  vio- 
lence and  addiction.  This  model 
is  adapted  from  Julie  Lee  and  the 
London  (Ontario)  Violence  Co- 
ordinating Committee  to  End 
Woman  Abuse. 

This  model  is  somewhat  differ- 
ent from  other  models  in  that  it 
uses  a broad  community  ap- 
proach towards  membership.  Ser- 
vice providers  in  the  addictions 
field  and  family  violence  field 
participate,  along  with  concerned 
community  members  and  those 
who  have  experienced  violence. 

It  is  important  that  all  people 
take  responsibility  for  their 
choice  to  join  the  Circle  and 
that  those  who  have  experienced 
violence  not  become  alienated 
from  their  community. 


A circle  is  used  symbolically  to 
illustrate  the  constant  moving 
and  evolving  of  responsibility 
with  everyone  participating 
equally  to  create  a sense  of  own- 
ership. Figure  5.1  is  a visual 
illustration  of  how  the  Circle  of 
Responsibility  operates. 

Though  the  Circle  of  Respon- 
sibility has  been  primarily  used 
in  the  family  violence  field,  it  can 
be  adapted  to  establish  partner- 
ships in  other  areas  as  well. 

The  following  issues  should  be 
considered  when  implementing 
this  model. 

• The  Circle  of  Responsibility  is 
made  up  of  individuals  who 
share  a common  goal. 

• The  Circle  needs  to  be  continu- 
ally open  and  welcoming  with- 
in the  principles  established  by 
the  co-ordinating  body. 

• Those  participating  in  the  Cir- 
cle must  share  responsibility 
and  extend  invitations  to  peo- 
ple who  may  be  initially 
adverse  to  joining  the  Circle. 

• Membership:  The  co-ordinating 
body  is  responsible  for  ensur- 
ing that  barriers  are  removed  so 
that  everyone  can  participate  in 
the  Circle.  To  ensure  represen- 
tation from  all  segments  of  the 
community,  it  is  important  to 
determine  who  is  present  and 
who  is  not.  Participation  in  the 
Circle  from  all  community 
members  is  necessary  in  order 
for  responsibility  for  the  issue 
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to  be  assumed  and  in  order  to 
make  meaningful  changes 
in  addressing  that  issue. 

• Naming  the  Group:  This  is  chal- 
lenging. The  name  of  the  group 
needs  to  be  clear  and  easily 
understood. 

• Issues:  Develop  a mission  state- 

ment and  establish  goals  and 
objectives.  ' 

• Prioritization:  Create  a plan, 
strategize  and  consider 
timelines. 

• Tasks:  Develop  an  action  plan 
that  is  both  realistic  and 
creative. 

• Accountability:  Evaluate  the 
process  periodically.  Who  is 
assuming  responsibility  and 
who  isn’t?  What  are  the  conse- 


quences? Are  there  any  feelings 
of  resentment? 

• Addressing  leadership  issues: 

COLLECTIVE  ISSUES 

- all  voices  have 
equal  weight 

- test  consensus 

COALITION  ISSUES 

- revolving  chairpersons 

- shared  goals 

PATRIARCHAL  ISSUES 

- power,  racism,  sexism, 
internalized  oppression, 
disadvantaged  groups. 

(Adapted  from  The  London  Co- 
ordinating Committee  to  End 
Woman  Abuse,  Toward  A Non- 
Violent  Society  Part  II  - A 
Networking  Opportunity,  A Sum- 
mary Report  of  April  7,  1993.) 


THE  CIRCLE  OF  RESPONSIBILITY  MODEL 


5 


Appendices 


The  Kovach  Model: 
Service  Network  Building 


The  following  model  devel- 
oped by  Judith  Kovach 
(1981)  provides  a framework  for 
the  development  and  mainte- 
nance of  partnerships.  It  will 
guide  any  agency  through  the 
initial  process  of  service  network 
building.  We  strongly  recom- 
mend that  the  initiating  agency 
develop  and  create  a service  net- 
work whose  philososphy  is  com- 
patible with  its  own. 

Service  Network  Planning 
Although  the  precise  nature  of 
partnerships  may  differ  among 
diverse  communities  and  service 
providers,  the  following  planning 
steps  can  provide  a useful  guide. 

Step  1:  Assess  the  services  and 
resources  needed  by  your  agency 
and  clients. 

Step  2:  Assess  the  resource 
capacity  of  your  agency. 

• Identify  services  currently 
being  delivered.  Assess  their 
goals,  effectiveness,  priority 
within  the  agency,  and  the 
amount  of  resources  expended 
versus  benefits  received 
by  clients. 

• Identify  services  that  could 
be  delivered  within  the  agency 
and  requirements  for  effective 
delivery. 

• Identify  services  needed  but 
impossible  to  deliver  within 
the  agency. 


Step  3 : Assess  services  needed 
but  not  yet  offered  by  your 
agency. 

Step  4:  Identify  agencies 
offering  needed  services. 

Step  5:  Evaluate  services 
identified  in  Step  4. 

Step  6:  Use  LINK  to  help 
you  build  a network  with  other 
agencies  that  can  deliver  the 
services  your  clients  need. 

Building  Effective 
Interagency  Co-ordination 

Once  the  assessment  phase  of 
network  building  is  complete, 
the  following  guidelines  might 
be  used  to  improve  interagency 
co-ordination. 

(1)  Identify  potential  benefits  from 
co-ordination:  There  are  benefits 
for  each  of  the  agencies  involved 
in  this  process.  Staff  can  share 
their  professional  expertise  with 
each  other  and  benefit  from 
learning  how  other  professionals 
deal  with  clients  in  different  set- 
tings. Sharing  of  equipment  and 
facilities  can  result  in  better  and 
more  effective  service  delivery  to 
clients.  Financial  benefits  and 
less  duplication  of  services  might 
also  result. 

(2)  Meet  with  other  agency 
administrators  and  staff:  The 

main  objective  here  is  to  open 
up  a new  line  of  communication 
and  to  maintain  regular  commu- 
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nication  between  agencies.  Initial 
contacts  should  be  made  by 
agency  administrators.  When  the 
administrators  have  met  and 
identified  some  initial  possibili- 
ties for  developing  interagency 
co-operation,  they  should  orga- 
nize a similar  meeting  with  all 
staff  members. 

(3)  Exchange  existing  information 
with  other  agency  staff:  A process 
to  build  co-ordination  can  be 
initiated  by  sharing  with  the 
other  agencies  the  nature  and 
operation  of  the  agency,  includ- 
ing the  way  services  are  deli- 
vered. Usually  such  informa- 
tion is  readily  available  in  hand- 
outs, brochures,  leaflets  and 
abstracts. 

(4)  Identify  obstacles  to  co- 
ordination: The  five  factors  that 
are  the  most  frequent  causes  for 
agencies  being  unwilling  to  co- 
ordinate with  others  are  crisis 
operation,  inflexibility,  turf  pro- 
tectiveness, bureaucracy  and 
politics.  These  factors  are  power- 
ful influences  by  themselves.  In 
combination,  they  contribute  to  a 
pattern  of  resistance  to  change. 

• Crisis  Operation  — A crisis  men- 
tality contributes  to  an  unwill- 
ingness to  consider  alternative 
approaches,  which  may  be  the 
very  ones  needed  to  break  the 
cycle  of  crisis  operation. 

• Inflexibility  — Co-ordination 
requires  a willingness  to  adapt 
to  the  procedures  of  others. 

• Ture  Protectiveness  - Turf 
protectiveness  is  the  result  of 


competitiveness,  which  is  often 
counterproductive  - especially 
for  clients.  This  often  involves 
conflicts  in  theoretical  biases, 
such  as  the  feminist  versus 
medical  models.  Remember 
that  we  do  not  have  to  think 
the  same  in  order  to  work 
together. 

• Bureaucracy  - The  time  re- 
quired to  have  decisions  ap- 
proved at  higher  administrative 
levels  may  prohibit  joint  efforts 
among  agencies. 

• Politics  - The  more  free  your 
agency  is  of  bureaucracy,  the 
more  subject  it  may  be  to  prior- 
ities imposed  by  federal, 
provincial  and  local  political 
issues. 

(5)  Develop  plans  to  overcome 

obstacles:  This  entails 

• Recognize  the  existence  of 
obstacles  - You  are  better 
equipped  to  deal  with 
obstacles  when  you  are 
aware  of  their  existence. 

• Focus  attention  on  the  over- 
riding objective  — Find  ways 
to  show  that  interagency  co- 
ordination really  does  work. 
This  will  convince  those  in 
doubt  to  add  their  support  in 
helping  the  partnership  get  off 
the  ground. 

• Identify  key  allies  in  your 
struggle  - Find  individuals 
who  are  ready  and  willing  to 
try  new  ideas  and  suggestions. 
These  are  the  people  who  can 
be  the  backbone  of  interagency 
co-ordination. 
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(6)  Establish  common  objectives: 

The  goals  of  initial  contact  with 
another  agency  (or  agencies)  are 
to  establish  a sense  of  common 
purpose,  to  explore  how  the 
agencies  might  usefully  co-ordi- 
nate their  services,  and  to  map 


out  a plan  of  action  for  such  co- 
ordination. These  are  all  common 
objectives. 

(Adapted  from  Robert  J.  Rossi  et 
al,  Agencies  Working  Together: 

A Guide  to  Co-ordination  and 
Planning.) 
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A community-wide  collabora- 
tive approach  can  result  in 
a co-ordinated,  more  effective 
service  delivery  to  clients.  In 
this  adapted  model,  the  goal  is 
to  share  strategies  that  will 

create  successful  collaborative 
\ 

efforts  in  the  wider  communities. 
Individuals,  organizations  and 
communities  can  use  this  model 
as  a guide  and,  as  collaborative 
efforts  develop,  make  changes  as 
they  see  fit. 

Developing  Strategies  For 
Co-operation 
This  planning  framework 
attempts  to  capture  the  range  of 
opportunities  by  describing  three 
stages  in  the  progression  from 
working  on  your  own  to  working 
more  collaboratively.  If  agencies 
wish  to  collaborate  beyond  the 
addictions  and  family  violence 
fields  and  extend  themselves  to 
the  wider  community,  this 
section  can  also  be  useful. 

(1)  Make  a personal  commitment 
to  collaboration. 

• To  initiate  a process  of  collabo- 
ration, it  is  important  to  look  at 
the  needs  of  the  clients  your 
agency  serves,  the  issues 
involved  in  the  treatment  of 
clients  with  dual  problems, 
and  the  services  that  are  avail- 
able through  other  disciplines 
and  sectors. 

• In  addition  to  staff,  the  board 
of  directors  of  each  agency 


needs  to  be  educated  regarding 
the  benefits  of  collaboration. 
Major  barriers  also  need  to  be 
identified.  These  include  fund- 
ing issues,  territoriality,  turf 
protection,  confidentiality, 
lack  of  trust,  and  inequalities 
in  status  and  power  that  may 
interfere  with  working  co- 
operatively with  others. 

• These  barriers  can  be  overcome 
by  sharing  and  interacting  with 
others  in  the  fields  of  family 
violence  and  addictions,  and  by 
accessing  local  services  and 
programs  that  deal  with  the 
approaches,  roles  and  responsi- 
bilities of  others. 

(2)  Co-ordinate  activities  within  and 
between  organizations. 

• Successful  collaboration  ne- 
cessitates that  staff,  senior 
management,  and  board 
members  of  each  organiza- 
tion understand  and  are  com- 
mitted to  a co-operative 
approach. 

• In  order  for  the  co-operative 
approach  to  be  initiated  or 
implemented,  it  may  be  impor- 
tant to  look  at  your  organiza- 
tion’s structures  and  policies. 
Rigid  structures  and  policies 
impede  co-operative  efforts. 

If  policy  and  structural  chan- 
ges are  required,  the  board  of 
directors  and  the  senior 
management  need  to  under- 
stand the  reasons  for  those 
changes. 
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• It  is  a good  idea  to  create  an 
interdisciplinary  planning  and 
review  committee  that  has  rep- 
resentation from  the  manage- 
ment level,  as  well  as  represen- 
tatives from  all  staffing  levels 
and  relevant  departments  and 
units.  The  presence  of  manage- 
ment will  expedite  organiza- 
tional decision-making. 

• Relationships  can  be  built  by 
fostering  trust  and  respect,  by 
developing  mutual  mandates, 
goals  and  objectives,  and  by 
undertaking  concrete  and 
achievable  tasks. 

(3)  Collaborate  with  others  in 
the  community. 

• Before  a collaborative  approach 
can  be  developed,  it  may  be 
important  to  look  at  the  needs 
in  your  community  and  the 
available  services  that  address 
those  needs.  It  should  also  be 
determined  whether  an  already 
existing  interagency  network 
can  be  used  to  develop  the  co- 
operative approach  or  whether 
a new  interagency  network  is 
required.  The  histories  of  rela- 
tionships amongst  the  agencies 
concerned,  especially  amongst 
the  ethnospecific  and  main- 
stream agencies,  need  to  be 
explored.  Signs  of  lack  of  co- 
operation and  tension  must  be 
recognized.  It  is  also  important 
to  determine  how  much  effort 
is  required  to  convince  and 
mobilize  other  agencies  to  par- 
ticipate in  this  collaborative 
approach. 


• Since  time  is  a scarce  commo- 
dity for  social  service  workers, 
it  may  be  important  to  choose  a 
realistic  degree  of  involvement 
that  reflects  the  needs,  re- 
sources, and  awareness  of  dif- 
ferent agencies  and  groups  in 
the  community. 

• All  agencies  and  groups  that 
may  have  an  interest  in  the  col- 
laborative effort  must  be  con- 
tacted. Special  attention  should 
be  paid  to  diverse  cultural  and 
racial  groups.  Personal  visits 
are  recommended. 

• A co-operative  approach  tends 
to  work  best,  when  there  is  a 
clear  understanding  of  the  roles 
and  responsibilities  of  the  par- 
ticipants. Those  activities  that 
promote  leadership,  increase 
knowledge  of  the  issues,  and 
build  skills  in  community 
development  are  encouraged. 
Education  of  new  members, 
evaluation  (at  least  once  a 
year) , and  group  activities  that 
address  the  needs  of  the  partici- 
pating members  will  ensure 
continuation  of  the  collabora- 
tive process. 

Stages  in  Development 
After  dealing  with  the  range  of 
opportunities  described  above, 
the  following  five  stages  in  this 
model  may  assist  in  the  devel- 
opment of  a community-wide 
collaboration.  See  Figure  5.2. 

Stage  One: 

Community  Acceptance  Stage 
Methods:  Begin  the  Process. 
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• Form  a core  group  of 
interested  individuals. 

• Include  diverse 
community  groups. 

• Educate  the  group 
regarding  barriers  to 
effective  collaboration. 

• Help  the  community 
to  care. 

Stage  Two:  Needs  Assessment  Stage 

Methods:  Define  the  problem. 

• Get  the  facts. 

• Set  priorities. 

Stage  Three:  Planning  Stage 

Methods:  Plan  your  strategies. 


• Set  objectives. 

• Check  resources. 

9 Assign  tasks. 

• Monitor  progress. 

Stage  Four:  Action  Stage 
Methods:  Carry  out  the  plans. 

• Involve  group  members. 

• Involve  other  people. 

• Monitor  progress. 

• Modify  plans,  if  necessary. 

Stage  Five:  Rejuvenation  Stage 
Methods:  Check  progress. 

• Evaluate. 

• Look  at  present  situation. 

• Begin  the  process  again. 
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Working  with  Ethnospecific  Agencies: 
A Model 


In  this  model,  it  is  recommend- 
ed that  a community  develop- 
ment worker  be  used  to  co-ordi- 
nate activities  between  partici- 
pating agencies.  The  agencies 
will  then  not  have  to  commit 
their  own  staff  to  do  the  co-ordi- 
nation. This  is  especially  relevant 
to  smaller  ethnospecific  agencies, 
where  there  are  never  enough 
staff  members  to  handle  routine 
casework,  let  alone  to  assume  the 
added  responsibilities  of  co-ordi- 
nation between  agencies. 

Here  are  some  suggestions 
for  building  partnerships  with 
ethnospecific  agencies. 

Make  the  effort:  It  may  take 
considerable  time  and  effort  to 
convince  ethnospecific  agencies 
of  the  importance  of  partner- 
ships. Smaller  ethnospecific 
agencies  may  find  it  especially 
difficult  to  devote  staff  time  to 
such  a venture.  A personal  visit 
to  each  ethnospecific  agency  at 
the  outset  is  recommended. 

Make  a presentation:  A presenta- 
tion about  the  advantages  of  part- 
nerships to  the  board  of  directors 
and/or  the  executive  director  of 
an  ethnospecific  agency  regard- 
ing the  benefits  of  working  in 
partnerships  may  encourage  par- 
ticipation. Board  members,  as 
well  as  staff,  need  to  understand 
the  importance  of  co-operation. 
Time  spent  at  this  stage  will 
prove  beneficial  later. 


Show  interest:  It  is  recommend- 
ed that  mainstream  agencies 
show  an  interest  in  the  work  of 
ethnospecific  agencies,  while  at 
the  same  time  illustrating  the 
tangible  benefits  of  co-operation. 
For  example,  the  mainstream 
agency  might  request  that  the 
ethnospecific  agency  give  culture 
sensitivity  training  to  its  staff. 
Once  a relationship  has  been 
established,  the  process  of  build- 
ing a partnership  will  be  easier. 

Understand  the  community:  It  is 
important  to  know  the  history  of 
relationships  between  agencies 
and  the  ways  in  which  different 
agencies  (and  cultures)  respond 
to  their  clients,  both  in  the  addic- 
tion field  and  the  family  violence 
field.  Two  questions  deserve 
attention:  First,  can  collaboration 
help,  solve,  or  alleviate  barriers 
in  the  current  service  delivery? 
Second,  are  there  existing  part- 
nerships that  can  be  used  to 
serve  the  agency’s  needs? 

Establish  clear  missions,  goals  and 
objectives:  It  is  important  to  re- 
member that  all  agencies  face 
scarce  financial  and  staff  re- 
sources. This  is  especially  true 
for  ethnospecific  agencies.  There- 
fore, it  is  essential  to  be  realistic. 
Consider  a degree  of  involvement 
that  reflects  the  needs,  resources, 
and  levels  of  awareness  of  the 
ethnospecific  agencies  you  are 
approaching.  Develop  an  ongoing 
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process  for  maintaining  open 
communication,  resolving  con- 
flicts, and  reviewing  the  effective- 
ness of  co-ordinating  methods. 

By  adhering  to  this  principle, 
participation  and  support  will  be 
maintained. 

Involve  agencies  concerned  with 
addiction  and  family  violence  issues: 

Extend  invitations  to  all  agencies 
and  groups  that  directly  and  indi- 
rectly work  with  addiction  and 
family  violence  issues.  Ensure 
that  no  group  or  agency  from  the 
ethnocultural  group  is  missed. 

Respect  the  roles,  responsibilities 
and  contributions  of  all  participants: 

It  is  important  to  understand  the 
roles  of  each  of  the  participants. 
Some  ethnospecific  organizations 
may  have  no  direct  involvement 
in  either  violence  against  women 
and  children  in  relationships  or 
the  use  of  alcohol  and  drugs.  As 
a result,  patience  and  encourage- 
ment are  needed  to  solicit  their 
support.  Encourage  activities 
that  promote  leadership,  in- 
crease knowledge  of  the  issue, 
and  build  skills  in  community 
development. 

Some  Ideas  for  Partnerships 
When  you  work  in  partnership 
with  resources  in  different  com- 
munities, it  is  important  for  the 
partnership  to  be  an  equitable 
one.  You  must  be  able  to  offer 


something  in  exchange  for  part- 
ners’ time  and  input.  This  could 
be  in  the  form  of  money,  public 
information,  materials  or  skills 
training. 

Some  creative  ideas  for 
partnerships  include: 

• Develop  a joint  clinical  or  self- 
help  program  with  community- 
based  resources. 

• Get  to  know  the  community- 
based  resources  to  which  you 
refer  and  offer  to  do  joint  case 
management  with  them. 

• Put  community-based 
resources  on  your  mailing  lists. 
Keep  them  updated  on  what 
you  are  doing  and  make  sure 
you  are  on  their  mailing  lists. 

• Provide  opportunities  for  on- 
going addictions  management 
training  to  community-based 
resources. 

• Request  opportunities  for  on- 
going cultural,  ethnic  and  racial 
sensitivity  training. 

• Set  up  a joint  language  inter- 
pretation program. 

• Work  together  to  lobby  for 
addiction  treatment  services 
that  address  the  needs  of  differ- 
ent cultures  and  races  within 
the  community. 

Refer  to  Appendix  E for  a listing 
of  agencies  for  newcomers  to 
Canada  and  other  ethnocultural/ 
racial  communities. 
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Goal 


This  module  provides  some 
guidelines  and  strategies  for 
building  partnerships  among 
community  services. 
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Module  5: 

Building  Partnerships 

Objectives 


Upon  completion  of  the  module,  you 
will  be  able  to: 

• describe  the  benefits  of  developing 
partnerships  to  communities  and 
service  providers 

• explain  common  models  for 
developing  community  partnerships 
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Definition  of  Partnership 


A partnership  exists  when  two  or 
more  health  care  or  social  service 
providers  co-operate  to  address 
common  problems,  exchange 
resources,  and  build  coalitions. 
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Benefits  of  Partnerships 


• improved  staff  effectiveness 

• improved  accessibility  for  clients 

• reduced  fragmentation  of  services 

• elimination  of  duplication  of  services 
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Types  of  Partnerships 

\ 

Network  Partnership 

• involves  a loose,  informal  connection  among 
members  for  the  purpose  of  information 
exchange. 

Co-ordination  Partnership 

• has  a stable,  carefully  selected  membership  for 
the  purpose  of  accomplishing  tasks  that  require 
shared  resources. 

Collaboration  Partnership 

• involves  a long-range,  formal,  and  often  legalized 
relationship  among  members  for  the  purpose  of 
shared  resources  and  decision-making. 
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LINK  Workshop 

Needs  Assessment  Questionnaire 


LINK  describes  the  coexistence  of  substance  use  and  violence  against 
women  and  children  in  relationships.  In  order  to  help  us  tailor  the  LINK 
workshop  to  your  needs  and  experience,  please  answer  the  following 
questions.  Your  answers  will  be  used  to  maximize  the  time  available  to 
us  at  the  workshop. 

\ 

Please  return  this  questionnaire  with  your  application  form. 


1.  Please  indicate  which  community  system  you  work  in: 

□ Addiction  treatment  □ Health  □ Other  (please  list) 

□ Mental  health  □ Family-serving  agencies  

□ Education  □ Programs  for  abusers  

□ Correction/Legal  systems  □ Family  services  

□ Shelters  (for  abused  women) 

2.  Please  describe  the  clients  or  populations  with  whom  you  work: 


3.  The  LINK  workshop  covers  the  five  areas  listed  below.  Please  rate  how  important  it  is  to  you  to 
cover  each  of  these  topic  areas. 

Very  Not 

Important  Important 

1 2 3 4 5 

Module  1:  Orientation  to  Alcohol  and  Drug  Use 


(a)  background  and  underlying  conceptual  models  of  the  addictions  field 

(b)  effects  and  interactions  of  common  drugs 

(c)  process  for  developing  an  alcohol  or  drug  problem 


□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

Module  2:  Orientation  to  Violence  Against  Women  and  Children  in  Relationships 

(a)  beliefs,  concepts  and  conceptual  models  that  are  used  to  understand 
violence  against  women  and  children  in  relationships 

(b)  theories  and  models  used  to  understand  those  who  are  violent 
towards  partners  and  children 


□ 

□ 

□ 

□ 

D 

□ 

□ 

□ 

□ 

□ 
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Module  3:  The  Link 

(a)  qualitative  support  for  the  prevalence  of  the  LINK 

(b)  current  theories  and  models  to  explain  the  coexistence  of  the  two 
problems  for  both  women  and  children  who  have  experienced 
abuse  and  for  those  who  abuse  others 


Very  Not 

Important  Important 

1 2 3 4 5 

□ □ □ □ □ 

□ □ □ □ □ 


Module  4:  Identification 

(a)  counsellor,  client  and  system  barriers  to  obtaining  information 
about  a client’s  problems 

(b)  how  and  when  to  ask  questions  about  alcohol  and  drug  use  and 
possible  violent  experiences 

(c)  formulating  referral  and  treatment  plans  for  clients 


□ □ □ □ □ 

□ □ □ □ □ 

□ □ □ □ □ 


Module  5:  Building  Partnerships 

(a)  benefits  to  communities  and  service  providers  of  developing  partnerships  □ □ □ 

(b)  common  models  for  developing  and  maintaining  community  partnerships  □ □ □ 


□ □ 
□ □ 


4.  Briefly  describe  any  formal  or  informal  (on-the-job)  education  or  training  you  have  received  in  the 
topic  areas  listed  in  question  3. 


5.  How  do  you  expect  to  apply  the  knowledge  or  skills  learned  at  the  workshop? 


6.  Please  make  any  suggestions  you  believe  could  help  to  focus  the  workshop  to  best  meet  your  needs. 


Thank  you  for  completing  this  questionnaire.  Please  return  it  with  your  application  form. 
If  you  currently  use  a client  assessment  form,  please  enclose  a copy. 
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LINK  Workshop  Evaluation 

We  would  appreciate  your  feedback  on  the  LINK  workshop.  Your 

ratings  and  comments  will  be  carefully  considered  when  planning 
future  workshops.  It  is  not  necessary  to  put  your  name  on  this  form. 


1.  Please  indicate  whether  you  found  the  amount  of  information  given  in  each  of  the  following 
content  areas  to  be  about  right,  too  much  or  too  little.  Also,  please  indicate  how  useful  you  found 
the  information  given  in  each  part.  ' 


AMOUNT  OF  INFORMATION 
(Circle  one) 

Not  Too  About  Too 
applicable  little  right  much 


USEFULNESS  OF  INFORMATION 
(Circle  one) 

Not  very  Somewhat  usefui  Very 
useful  useful  useful 


Module  1:  Orientation  to  Alcohol  and  Drug  Use 

(a)  background  and  underlying  concep-  □ 12  3 

tual  models  of  the  addictions  field 

(b)  effects  and  interactions  of  □ 1 2 3 

common  drugs 

(c)  process  for  developing  an  alcohol  □ 12  3 

or  drug  problem 


1 2 3 4 

1 2 3 4 

1 2 3 4 


Module  2:  Orientation  to  Violence  Against 
Women  and  Children  in  Relationships 

(a)  beliefs,  concepts  and  conceptual  □ 1 2 3 1 2 34 

models  that  are  used  to  understand 

violence  against  women  and  children 
in  relationships 

(b)  theories  and  models  used  to  □ 1 2 3 1 234 

understand  those  who  are  violent 

toward  partners  and  children 


Module  3:  The  Link 

(a)  qualitative  support  for  the  □ 12  3 

prevalence  of  the  LINK 

(b)  current  theories  and  model  to  □ 1 2 3 

explain  the  link  for  both  women 

and  children  who  have  experienced 
abuse  and  for  those  who  abuse  others 
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AMOUNT  OF  INFORMATION 
(Circle  one) 


USEFULNESS  OF  INFORMATION 
(Circle  one) 


Not 

Too 

About 

Too 

Not  very 

Somewhat 

Useful 

Very 

a 

Dplicable 

little 

right 

much 

useful 

useful 

useful 

Module  4:  Identification 

(a)  counsellor,  client  and  system 
barriers  to  obtaining  information 
about  a client’s  problems 

□ 

1 

2 

3 

1 

2 

3 

4 

(b)  how  and  when  to  ask  questions 
about  alcohol  and  drug  use  and 
possible  violent  experiences 

□ 

1 

2 

3 

1 

2 

3 

4 

Module  5:  Building  Partnerships 

(a)  benefits  to  communities  and  service 
providers  of  developing  partnerships 

□ 

1 

2 

3 

1 

2 

3 

4 

(b)  common  models  for  developing  and 
maintaining  community  partnerships 

□ 

1 

2 

3 

1 

2 

3 

4 

2.  (a)  How  well  did  the  workshop  meet  your  expectations?  (Circle  one) 

Completely  1 2 3 4 5 Not  at  all 

(b)  If  the  workshop  DID  NOT  meet  your  expectations,  please  explain  why  not: 


3.  (a)  Please  rate  your  overall  comfort  level  with  the  workshop  concepts. 


Very 

comfortable 


2 3 4 5 


Not  at  all 
comfortable 


(b)  If  you  are  NOT  comfortable  with  the  concepts,  please  explain  why  not: 
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4.  (a)  Please  list  three  things  you  LIKED  about  the  workshop. 

1. 

2. 

3. 

(b)  Please  list  three  things  you  DISLIKED  about  the  workshop. 

1. 

2. 

3. 


5.  Please  list  three  ways  you  think  you  will  use  what  you  learned  at  the  workshop  in  the 
next  three  months. 

1. 

2. 

3. 


6.  What  suggestions  might  you  have  for  a follow-up  to  this  workshop? 


7.  Overall,  how  would  you  rate  your  level  of  satisfaction  with  the  workshop? 
(Please  circle  appropriate  response) 

Very  1 2 3 4 5 Not  at 

satisfactory  satisfactory 


8.  Do  you  have  any  final  comments  about  the  workshop? 


Thank  you  for  your  feedback. 
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Drug  Chart 


Adapted  from  Straight  Facts  and  Drug  Abuse, 
Health  Canada,  1990 
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Appendix  C Drug  Chart 


Adapted  from  Straight  Facts  and  Drug  Abuse. 
Health  Canada,  1990 
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DESCRIPTION  SHORT-TERM  EFFECTS  LONG  TERM  EFFECTS  TOLERANCE  & DEPENDENCE 
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Using  an  Interpreter 


hen  working  with  a diverse  client  base,  you  may  need  to  pro- 


V V vide  service  through  an  interpreter.  In  some  cases,  you  may 
be  able  to  use  “professional  cultural  interpreters”  who  are  especially 
trained  to  work  with  human  service  providers.  These  interpreters  are 
usually  familiar  with  your  client’s  heritage.  They  can  express  your 
client’s  needs  to  you  and  explain  your  service  models  to  your  clients. 
Sometimes  you  may  have  to  designate  a fellow  staff  person  from  your 
own  service  as  an  interpreter  or  borrow  an  interpreter  from  another 
agency.  More  often  than  not,  however,  you  will  be  using  “volunteer 
interpreters”  who  are  friends  or  family  members  of  the  client.  These 
interpreters  may  be  very  familiar  with  your  client’s  heritage,  but  may 
be  unfamiliar  with  your  social  context  and  may  need  you  to  familiar- 
ize them  with  your  service  models. 

It  is  important  that  you  use  interpreters  not  merely  as  trans- 
lators, but  as  facilitators  who  (1)  help  your  clients  understand  how 
your  service  can  help  them  and  (2)  help  you  understand  what  clients 
need  and  why  they  need  it. 

Tips  for  effectively  using  an  interpreter 

Whether  an  interpreter  is  a professional  or  a volunteer,  it  is  important 
to  keep  the  following  guidelines  in  mind.  These  tips  apply  to  the  use 
of  sign  language  interpreters  as  well  as  other  language  interpreters. 

• Acknowledge  that  the  interpreter  has  a right  to  be  there  and 
that  he/she  can  help  you  do  your  job  better. 

• Allow  adequate  time  for  an  interview  or  counselling  session. 
The  use  of  an  interpreter  will  often  extend  the  amount  of  time  you 
will  need. 

• Ask  the  interpreter  to  explain  the  client’s  values,  practices, 
feelings,  and  beliefs  to  you  if  you  are  unsure  about  these  things. 

• Describe  your  role  and  your  service’s  mandate  to  both  the 
interpreter  and  the  client. 

• Explain  terms  and  concepts  to  the  interpreter,  and  check  the 
interpreter’s  understanding  of  them.  Observe  your  client’s  reception 
of  the  interpreter’s  interpretation  and  check  the  client’s  understanding 
of  the  terms  and  concepts. 
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• Observe  your  client’s  relationship  with  the  interpreter  to 
ensure  that  the  interpreter  is  actually  conveying  the  client’s  concerns 
and  not  his  or  her  own  concerns  or  interpretation  of  these 
concerns.  This  situation  is  more  common  when  family  members  do 
the  interpreting. 

• Respond  to  questions  from  both  the  client  and  the  interpreter. 

• Stop  an  interview  or  counselling  session  if  the  interpreter  or 
client  seem  to  be  having  any  sort  of  a conflict.  Try  not  to  get  involved 
in  the  conflict  but  encourage  its  resolution. 

Common  Problems  That  Occur  When  Using  an  Interpreter 

Watch  out  for  the  common  mistakes  that  service  providers  make 
when  using  interpreters. 

Lack  of  translatable  words/concepts:  There  may  be  words  and 
concepts  that  exist  in  one  context  that  do  not  exist  in  another.  You 
may  need  to  explain  the  basis  of  the  words  and  the  concepts  you 
are  talking  about  to  the  interpreter. 

Linguistic  Distortion:  There  may  be  an  inaccurate  translation  of 
words.  Check  to  see  if  both  the  interpreter  and  client  understand 
what  is  being  said. 

Distortion  of  meaning/polishing  language:  Nuances  and  meanings 
can  be  misinterpreted  or  lost  if  the  interpreter  “polishes”  language. 
Ask  the  interpreter  not  to  change  or  interpret  what  you  are  saying. 
Assure  both  the  interpreter  and  the  client  that  the  interview  or  coun- 
selling session  is  confidential  and  encourage  the  interpreter  to  fully 
express  what  the  client  is  saying.  Watch  the  client’s  body  language 
and  be  reassuring,  when  necessary. 

Modification/exaggeration  of  meaning:  There  is  potential  for  the 
interpreter  to  consciously  modify  or  exaggerate  the  questions  and 
responses  of  you  or  the  client.  Watch  your  client  for  any  signs  of  this. 

Deletion  of  Information:  Parts  of  words,  nuances,  or  anecdotal 
information  may  be  deleted  by  the  interpreter.  In  some  settings 
(e.g.,  a psychiatric  hospital),  these  may  be  important.  Ask  the  inter- 
preter not  to  delete  information.  Encourage  the  interpreter  to  fully 
express  what  the  client  is  saying.  Watch  the  client’s  body  langauge 
and  be  reassuring,  when  necessary. 
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Unfamiliar  terminology:  Interpreters  may  lack  familiarity  with 
professional/institutional  terminology  Do  not  use  jargon,  or  clearly 
explain  the  jargon  you  are  using. 

Cultural/ethnic  and  racial  unfamiliarity:  Some  interpreters  may  not  be 
familiar  with  specific  factors  in  a client’s  background  or  home  envi- 
ronment. Make  sure,  once  you  have  established  rapport  with  the 
interpreter  and  the  client,  that  you  ask  questions  about  the  client’s 
background  and/or  home  environment. 

Blocking:  The  client  may  block  or  refuse  to  participate  in  the 
communication  process.  Try  addressing  the  client  directly,  when 
this  occurs. 

Lack  of  confidentiality:  The  client  may  feel  uncomfortable 
discussing  sensitive  issues,  especially  if  the  interpreter  is  a family 
member. 

(This  material  is  adapted  from  the  Cultural  Interpreter  Training 
Manual,  Ontario  Ministry  of  Citizenship,  page  51.) 
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Ethnocultural  and  Immigrant 
Community  Resources 

Before  you  can  begin  developing  partnerships  with  cultural, 
ethnic,  and  racial  communities,  you  must  be  aware  of  the 
resources  that  are  available  to  those  communities.  Such  resources  are 
usually  listed  in  the  service  directories,  phone  books,  and  infor- 
mation centre  directories  in  nearly  every  community.  Here  are  some 
services  you  may  wish  to  consider. 

Social  and  recreational  clubs  offer  social  and  recreational  activities 
to  their  members  and  act  as  mutual  support  groups  and  community 
mobilization  and  action  centres  for  the  populations  they  serve. 

Settlement  services  provide  support,  language  training,  infor- 
mation, family  and  individual  counselling,  and  general  assistance  to 
groups  and  individuals  during  the  settlement  process  - which  usually 
lasts  between  three  to  five  years. 

Reception  centres  serve  the  immediate  social,  psychological  and 
physical  needs  of  newcomers  to  Canada.  Many  are  hostels  or  shelters 
for  newcomers. 

Multicultural  associations  are  usually  umbrella  groups  active  in 
developing  and  disseminating  information,  programs  and  services 
that  can  be  used  by  their  member  agencies. 

Ethnospecific  agencies  are  specifically  geared  to  meet  the  social 
service  needs  of  a particular  ethnocultural  or  ethnoracial  community. 
There  is  a great  deal  of  variation  in  ethnospecific  agencies.  Some, 
which  serve  large  populations,  may  be  established  and  well- 
resourced  with  large  staffs.  Others,  which  serve  smaller  commu- 
nities, may  be  continually  fundraising,  have  limited  staff,  and 
depend  on  volunteers. 

Multi-ethnic  agencies  are  specifically  geared  to  meet  the  social 
service  needs  of  many  ethnocultural  and  ethnoracial  communities. 
Some  may  exclusively  service  ethnocultural  and  ethnoracial  groups 
with  a common  geographic  origin,  language,  or  race  (e.g.,  a franco- 
phone health  centre),  while  others  may  try  to  serve  as  many  popu- 
lations as  they  can. 
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Literacy  and  English/French  as  a second  language  services  not  only 
provide  E/FSL  services  to  newcomers,  they  also  act  as  meeting  places 
where  knowledge,  information  and  friendship  are  exchanged. 

Training  and  development  centres  provide  life  skills  training  and 
professional  development  for  the  unemployed  or  under-employed, 
many  of  whom  are  members  of  culturally,  ethnically,  and  racially 
diverse  communities. 

Multi-service  legal  clinics  not  only  provide  legal  services,  but  also 
help  their  clients  obtain  workers  compensation,  social  assistance 
benefits  and  housing. 

Community  information  centres  serve  as  clearinghouses  of  informa- 
tion about  community-based  agencies. 

Interfaith  groups  and  spiritual  communities  provide  a variety  of  social 
services  to  members  of  their  faith  and  others.  Many  are  involved  in 
refugee  settlement  work  and  social  justice  issues. 

Cultural  interpreters  programs  facilitate  understanding  and  provide 
linguistic  and  cultural  translation  between  non-English/French- 
speaking  clients  and  English/French-speaking  service  providers. 

Host  programs  match  “old”  Canadians  with  “new”  Canadians  for 
friendship  and  support. 

Advocacy  and  education  organizations  educate  society  about  the 
social,  political  and  economic  issues  facing  immigrants,  refugees 
and  minority  groups.  They  also  advocate  for  social  changes  that  will 
create  more  equity  for  these  groups. 
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Where  to  Find  More  Information 


Organizations  Dealing  with 
Alcohol  and  Drug  Use 

National  Organizations 

Canadian  Centre  on  Substance  Abuse 
112  Kent  Street,  Suite  480 
Ottawa,  ON,  KIP  5P2 
(613)  235-4048  Fax:  (013)  235-8101 

Canadian  Council  on 
Multicultural  Health 
1017  Wilson  Avenue,  Suite  400 
Downsview,  ON,  M3K  1Z1 
(416)  630-8835  Fax:  (416)  638-6076 

Canadian  Institute  of  Child  Health 
885  Meadowlands  Drive,  Suite  512 
Ottawa,  ON,  K2C  3N2 
(613)  224-4144  Fax:  (613)  224-4145 
Media  rep.:  Came  Kelly 

Canadian  Mental  Health  Association 
2160  Yonge  Street 
Toronto,  ON,  M4S  2Z3 
(416)  484-7750  Fax:  (416)  484-4617 

Canadian  Public  Health  Association 
Canadian  Coalition  on 

Medication  Use  and  the  Elderly 
1565  Carling  Avenue,  Suite  400 
Ottawa,  ON,  K1Z  8R1 
(613)  725-  3769  Fax:  (613)  725-9826 

National  Clearinghouse  on 
Family  Violence 
Health  Canada 

Finance  Building,  Tunneys  Pasture 
Ottawa,  ON,  K1A  1B5 
1-800-267-1291;  (613)  957-2938 
Fax:  (613)  957-4247 

National  Clearinghouse  on 
Substance  Abuse 
112  Kent  Street,  Suite  480 
Ottawa,  ON,  KIP  5P2 
(613)  235-4048  Fax:  (613)  235-8101 


National  Native  Alcohol  and 
Drug  Abuse  Program 
Medical  Services  Branch, 

Ontario  Region 
Health  Canada 
1547  Merivale  Road 
Ottawa,  ON,  K1A  0L3 
(613)  952-0114  Fax:  (613)  952-7733 

Nechi  Institute  on  Alcohol  and 
Drug  Education 
PO.  Box  34007 
Kingsway  Mall  Post  Office 
Edmonton,  AB,  T5G  3G4 
(403)  458-1884  Fax:  (403)  458-1883 

Ontario  Prevention  Clearinghouse 
415  Yonge  Street,  Suite  1200 
Toronto,  ON,  M5B  2E7 
1-800-263-2846;  (416)  408-2121 
Fax:  (416)  408-2122 

Society  of  Aboriginal 
Addictions  Recovery 
8989  McLeod  Trail  South  West, 

Suite  410 

Calgary,  AB,  T2H  0M2 

(403)  253-6232  Fax:  (403)  252-9210 

YWCA  of  Canada 

100  Argyle  Street 

Ottawa,  ON,  K2P  1B4 

(613)  594-3649  Fax:  (613)  788-5052 


Provincial  Organizations 

Alberta 

Alberta  Alcohol  and  Drug  Abuse 
Commission 

10909  Jasper  Avenue,  2nd  Floor 
Edmonton,  AB,  T5J  3M9 
(403)  427-2837  Fax:  (403)  423-1419 
Library:  (403)  427-7303 
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British  Columbia 

Adult  Clinical  Services 
B.C.  Ministry  of  Health 
Courtyard  1520  Blanshard  Street 
Victoria,  BC,  V8W  3C8 
(604)  952-1036  Fax:  (604)  952-1001 

BC  Prevention  Resource  Centre 
96  East  Broadway,  Suite  108 
Vancouver,  BC,  V5T  1V6 
(604)  874-8452  Fax:  (604)  874-9348 

Manitoba 

Alcoholism  Foundation  of  Manitoba 
1031  Portage  Avenue 
Winnipeg,  MB,  R3G  0R8 
(204)  944-6200  Fax:  (204)  786-7768 
Library:  (204)  944-6233 

New  Brunswick 

Department  of  Health  and 
Community  Services 
PO.  Box  1500 
Fredericton,  NB,  E3B  5G8 
(506)  453-2581  Fax:  (506)  453-5243 
Library:  (506)  453-3800 

Newfoundland 

Drug  Dependency  Services 

Department  of  Health 

1st  Floor,  Confederation  Bldg., 

West  Block 
PO.  Box  8700 
St.Johns,  NF,  A1B4J6 
(709)  729-0623  Fax:  (709)  729-5824 

Library 

8th  Floor,  Southcott  Hall,  Forest  Road 
PO.  Box  8700 
St.John’s,  NF,  A1B4J6 
(709)  729-0732  Fax:  (709)  729-2165 
Att:  Heather  Cooke 

Northwest  Territories 

Alcohol,  Drugs  and  Community 
Mental  Health  Services 
Department  of  Health  and 
Social  Services 
PO.  Box  1320 
Yellowknife,  NT,  X1A  2L9 
(403)  920-3338  Fax:  (403)  873-0444 


Nova  Scotia 

Drug  Dependency  Services 

Lord  Nelson  Building,  6th  Floor 

5675  Spring  Garden  Road 

Haifax,  NS,  B3J  1H1 

(902)  424-4270  Fax:  (902)  424-0550 

Ontario 

Addiction  Research  Foundation 
33  Russell  Street 
Toronto,  ON,  M5S  2S1 
1-800-463-6273;  (416)  595-6000 
Fax:  (410)  595-6017 
Library:  (416)  595-6144 
Information  Centre:  (416)  595-6100 

Prince  Edward  Island 

PEI  Addiction  Services 
Central  Office 
PO.  Box  37 

Charlottetown,  PE,  CIA  7K2 
(902)  368-4120  Fax:  (902)  368-6229 

Quebec 

Services  de  Programmes  aux 
personnes  toxicomanes 
Mimstere  des  Services  sociaux 
1005,  chemin  Ste-Foy,  3e  etage 
Quebec,  QC,  G1S  4N4 
(418)  643-9887  Fax:  (418)  646-1680 

Le  Centre  quebecois  de 

documentation  en  toxicomanie 
Domremy-Montreal 
15  693,  boulevard  Gouin,  ouest 
Sainte-Genevieve,  QC,  H9H  1C3 
(514)  626-0220  Fax:  (514)  626-7757 

Saskatchewan 

Saskatchewan  Alcohol  and 
Drug  Abuse  Commission 
1942  Hamilton  Street 
Regina,  SK,  S4P  3V7 
(306)  787-4086  Fax:  (306)  787-7095 
Library:  (306)  787-4656 

Yukon 

Alcohol  and  Drug  Services 

PO.  Box  2703 

Whitehorse,  YT,  Y1A  2C6 

(403)  667-5777  Fax:(403)  668-5180 

Library:  (403)  667-5919 
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Organizations  Dealing  with 
Violence  Against  Women 
and  Children 

National  Organizations 

Assembly  of  First  Nations 
55  Murray  Street,  5th  Floor 
Ottawa,  ON,  KIN  5M3 
(613)  236-0673  Fax:  (613)  238-5780 

Canadian  Congress  for  (Learning 
Opportunities  for  Women 
47  Main  Street 
Toronto,  ON,  M4E  2V6 
(416)  699-1909  Fax:  (416)  699-2145 

Canadian  Council  on  Social 
Development 
Family  Violence  Program 
PO.  Box  3505,  Station  C 
55  Parkdale 
Ottawa,  ON,  K1Y  4G1 
(613)  728-1865  Fax:  (613)  728-9387 

Canadian  Resource  Centre  on 
Children  and  Youth 
Child  Welfare  League  of  Canada 
180  Argyle  Avenue,  #316 
Ottawa,  ON,  K2P  1B7 
(613)  788-5102  Fax:  (613)  788-5075 

Education  Wife  Assault 

427  Bloor  Street  West 

Toronto,  ON,  M5S  1X7 

(416)  968-3422  Fax:  (416)  968-2026 

Institute  for  the  Prevention  of 
Child  Abuse 
25  Spadma  Road 
Toronto,  ON,  M5R  2S9 
(416)  921-3151  Fax:  (416)  921-4997 

National  Association  of 
Friendship  Centres 
396  Cooper  Street,  Suite  204 
Ottawa,  ON 

(613)  563-4844  Fax:  (613)  594-3428 
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National  Clearinghouse  on 
Family  Violence 

Family  Violence  Prevention  Division 
Health  Canada 
Tunney’s  Pasture 
Ottawa,  ON,  K1A  1B5 
1-800-267-1291  TDD:  1-800-561  5643 
(613)  957-2938  Fax:  (613)  957-4247 

National  Victims  Resource  Centre 
Justice  Canada 
222  Queen  Street 
Ottawa,  ON,  KIP  5V9 
1-800-267-0454;  (613)  957-9608 
Fax:  (613)  941-2269 

Native  Council  of  Canada 
384  Bank  Street,  2nd  Floor 
Ottawa,  ON,  K2P  1Y4 
(613)  238-3511  Fax:(613)  230-6273 

YWCA 

80  Gerrard  Street  East 

Toronto,  ON,  M5B  1G6 

(416)  593-9886  Fax:  (416)  971-8084 


Provincial  Organizations 

Alberta 

Alberta  Family  and  Social  Services 

Childrens  Advocate 

660  Standard  Life  Centre 

10405  Jasper  Avenue 

Edmonton,  AB,  T5J  3N4 

(403)  427-8934  Fax:  (403)  427-5509 

Alberta  Women’s  and  Seniors’  Secretariat 

1616  Standard  Life  Centre 

10405  Jasper  Avenue 

Edmonton,  AB,  T5J  3N4 

(403)  422-4927  Fax:  (403)  422-1105 

Communications  Dept.:  (403)  427-6530 

Office  for  the  Prevention  of  Child  Abuse 
Seventh  Street  Plaza,  11th  Floor 
10030  - 107  Street 
Edmonton,  AB,  T5J  3E4 
(403)  422-5916  Fax:  (403)  427-2039 
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Society  for  the  Prevention  of 
Child  Abuse 

740  - 4th  Avenue  South,  Office  #216 

Lethbridge,  AB,  T1J  0N8 

(403)  320-9040  Fax:  (403)  327-9112 

British  Columbia 

British  Columbia  Institute  on 
Family  Violence 
290  - 601  West  Cordova  Street 
Vancouver,  BC,  V6B  1G1 
(604)  669-7055  Fax:  (604)  669-7054 

British  Columbia  Ministry  of 
Womens  Equality 
756  Fort  Street 
Victoria,  BC,  V8V  1X4 
(604)  387-3600  Fax:  (604)  356-3862 

Ministry  of  Social  Services 

Family  and  Children’s  Services 

Parliament  Buildings 

Victoria,  BC,  V8V  1X4 

(604)  387-7080  Fax:  (604)  356-3862 

Society  for  Children  and  Youth  of  B.C. 
3644  Slocan  Street 
Vancouver,  BC,  V5M  3E8 
(604)  433-4180  Fax:  (604)  433-9611 

Victims  Information  Line 
202  - 3102  Main  Street 
Vancouver,  BC,  V5T  3G7 
1-800-VICTIMS;  (604)  875-6431 
Fax:  (644)  660-9415 

Manitoba 

Manitoba  Family  Services 

Child  and  Family  Services 

114  Garry  Street,  2nd  Floor 

Winnipeg,  MB,  R3C  1G1 

(204)  945-6964  Fax:  (204)  945-6717 

Manitoba’s  Women  Directorate 
100  - 175  Carlton  Street 
Winnipeg,  MB,  R3C  3H9 
(506)  453-2143  Fax:  (204)  945-0019 


New  Brunswick 

Department  of  Health  and 
Community  Services 
Family  and  Community 
Social  Services  Division 
P.O.  Box  5100 
Fredericton,  NB,  E3B  5G8 
(506)  453-2181  Fax:  (506)  453-5243 

Newfoundland 

Community  Services  Council 
Working  Group  on  Child  Sexual  Abuse 
Virginia  Park  Plaza,  Suite  101, 

2nd  Floor 

Newfoundland  Drive 

St.  John’s,  NF,  A1A  3E9 

(709)  753-9860  Fax:  (709)  753-6112 

Department  of  Social  Services 

Director  of  Child  Welfare 

Confederation  Building 

P.O.  Box  8700 

St.John’s,  NF,  A1B4J6 

(709)  729-2666  Fax:  (709)  729-0583 

Newfoundland’s  Women  Policy  Office 
P.O.  Box  8700 
St.John’s,  NF,  A1B  4J6 
(709)  729-5098  Fax:  (709)  729-2331 

Northwest  Territories 

Arctic  Public  Legal  Education  and 
Information  Society 
4916-47  Street 
P.O.  Box  2706 
Yellowknife,  NT,  X1A  2R1 
(403)  920-2360  Fax:  (403)  873-5320 

Department  of  Social  Services 
Family  and  Children’s  Services 
Family  Violence  Prevention  Programs 
P.O.  Box  1320 
Yellowknife,  NT,  X1A  2L9 
(403)  920-8920  Fax:  (403)  873-2099 

Northwest  Territories  Advisory  Council 
on  the  Status  of  Women 
PO.  Box  1320 
Yellowknife,  NT,  X1A  2L9 
(403)  920-6177  Fax:  (403)  873-0285 


Appendix  G 


WHERE  TO  FIND  MORE  INFORMATION 


G4 


Nova  Scotia 

Department  of  Community  Services 
Family  and  Childrens  Services 
PO.  Box  696 
Halifax,  NS,  B3J  2T7 
(902)  424-4279  Fax:  (902)  424-0502 

Nova  Scotia  Advisory  Council  on  the 
Status  of  Women 
PO.  Box  745 
Halifax,  NS,  B3J  2T3 
(902)  424-8662  Fax:  (902)  424-0638 

Nova  Scotia  Family  and 
Child  Welfare  Association 
5121  Sackville  Street,  Suite  602 
Halifax,  NS,  B3J  1K1 
(902)  422-1316  Fax:  (902)  422-4012 

Nova  Scotia  Family  Violence  Initiative 

Resource  Centre 

PO.  Box  696 

Halifax,  NS,  B3J  2T7 

(902)  424-5820  Fax:  (902)  424-0638 

Ontario 

Institute  for  the  Prevention  of 
Child  Abuse 
25  Spadina  Road 
Toronto,  ON,  M5R  2S9 
(416)921-3151  Fax:(416)  921-4997 

Metropolitan  Toronto  Special 
Committee  on  Child  Abuse 
443  Mount  Pleasant  Road,  2nd  Floor 
Toronto,  ON,  M4S  2L8 
(416)  440-0888  Fax:  (416)  440-1179 

Ministry  of  Community  and 
Social  Services 

Operational  Coordination  Branch 
Hepburn  Block,  80  Grosvenor  Street, 
7th  Floor 

Toronto,  ON,  M7A  1E9 

(416)  327-4724  Fax:  (416)  325-5500 

Ontario  Association  of 
Childrens  Aid  Societies 
75  Front  Street  East,  Suite  203 
Toronto,  ON,  M5E  1V9 
(416)  366-8115  Fax:(416)  366-8317 


Ontario  Association  of  Childrens 
Mental  Health  Centres 
40  St.  Clair  Avenue  East,  Suite  309 
Toronto,  ON,  M4T  1M9 
(416)  921-2109  Fax:  (416)  921-7600 

Ontario  Prevention  Clearinghouse 
415  Yonge  Street,  Suite  1200 
Toronto,  ON,  M5B  2E7 
(416)  408-2121  Fax:  (416)  408-2122 

Ontario  Womens  Directorate 
2 Carlton  Street,  12th  Floor 
Toronto,  ON,  M5B  2M9 
(416)  314-0300  Fax:  (416)  314-0254 
Attention  Elizabeth  Wall 
Publications  Dept.:  (416)  314-0292 

Prince  Edward  Island 

Catholic  Family  Services  Bureau 
PO.  Box  698,  129  Pownal  Street 
Charlottetown,  PE,  CIA  7L3 
(902)  894-8591 

Community  Consultation  Committee 
on  Family  Violence  Prevention 
PO.  Box  2000 

Charlottetown,  PE,  CIA  7N8 
(902)  368-4583  Fax:  (902)  368-5283 

Department  of  Health  and 
Social  Services 

Child  and  Family  Services  Division 
PO.  Box  2000 

Charlottetown,  PE,  CIA  7N8 
(902)  368-4940  Fax:  (902)  368-4969 

Prince  County  Family  Services  Bureau 
PO.  Box  1648 
Summerside,  PE,  C1N  2V5 
(902)  436-9171 

Prince  Edward  Island  Advisory  Council 
on  the  Status  of  Women 
PO.  Box  2000 

Charlottetown,  PE,  C1N  7N8 
(902)  368-4510  Fax:  (902)  368-4516 
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Quebec 

Federation  des  CLSC  du  Quebec 
5455, rue  Chauveau 
Montreal,  QC,  H1N  1G8 
(5140  255-2365  Fax:  (514)  255-1443 

Ministere  de  la  Sante  et  des 
services  sociaux 
Directeur  general 
1075,  chemin  Ste-Foy,  8e  etage 
Quebec,  QC,  G1S  2M1 
(418)  646-3251  Fax:  (418)  644-2009 

Secretariat  a la  condition  feminine 
du  Quebec 

875,  Grande  Allee,  est 
Quebec,  QC,  G1R4Y8 
(418)  643-9052  Fax:  (418)  643-4991 

Ville  Marie  Child  and 
Youth  Protection  Centre 
2155  Guy  Street,  Suite  1010 
Montreal,  QC,  H3Z  2R9 
(514)  989-1885  Fax:(514)  939-3609 


Saskatchewan 

Partnership  Committee  on 
Family  Violence 
Department  of  Social  Services 
1920  Broad  Street 
Regina,  SK,  S4P  3V6 
(306)  787-3835  Fax:  (306)  787-1600 

Saskatchewan  Health 
Child  and  Youth  Services, 

Mental  Health  Services  Branch 
3475  Albert  Street 
Regina,  SK,  S4S  6X6 
(306)  787-3298  Fax:  (306)  787-2502 

Saskatchewan  Women’s  Secretariat 
1914  Hamilton  Street,  3rd  Floor 
Regina,  SK,  S4P  4V4 
(306)  787-2329  Fax:  (306)  787-2058 

Yukon 

Yukon  Health  and  Social  Services 
Family  and  Childrens  Services 
PO.  Box  2703 
Whitehorse,  YT,  Y1A  2C6 
(403)  667-5919  Fax:  (403)  668-3096 

Yukon  Womens  Directorate 

PO.  Box  2703 

Whitehorse,  YT,  Y1A  2C6 

(403)  667-3030  Fax:  (403)  668-6570 
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Suggested  Videos 

Catalogues 

The  Family  Violence 

Audiovisual  Catalogue 
Audiovisual  Information  Services 
National  Film  Board  of  Canada 
P.O.  Box  6100,  Station  A 
Montreal,  QC,  H3C  3H5 
(514)  283-9427 

The  Family  Violence  Fi4m  and 
Video  Catalogue 
National  Clearinghouse  of 
Family  Violence 

Family  Violence  Prevention  Division 
Health  Canada 
Ottawa,  ON,  K1A  1B5 
1-800-267-1291;  (613)  957-2938 

Information  Services  Audiovisual  List 
Addiction  Research  Foundation 
33  Russell  Street 
Toronto,  ON,  M5S  2S1 
(416)  595-6987 

The  Addicted  Brain 

Audience:  Adults; 

health  professionals; 
university  students 

Details:  26  min;  1987 

Distributor:  Films  for  the  Humanities 
and  Sciences 
743  Alexander  Road 
P.O.  Box  2053 
Princeton,  NJ,  08540 
(609)  452-1128 

The  video  asserts  that  “Each  brain  is  a 
kind  of  pharmacist.”  Whether  dispensed 
by  the  brain  as  a normal  function  (often 
in  response  to  specific  activities)  or  con- 
sumed to  alter  a mood,  “drugs  go  with 
the  territory  of  being  human.”  The 
video  describes  the  effects  alcohol  and 
other  drugs  have  on  the  brain.  Addic- 
tion to  activities  is  also  discussed.  As  an 
example,  the  video  explains  “Runner’s 
High,”  the  result  of  increased  endorphin 
production  during  extended  high-aero- 
bic activity.  Other  addictions  the  video 
examines  include  high-risk  lifestyles, 
which  can  influence  brain  chemistry. 


“Any  activity  that  produces  rewards  in 
the  brain  has  the  potential  for 
addiction.” 

Adult  Children  of  Alcoholics: 
Masks  of  Denial 

Audience:  Adults;  health  professionals 
Details:  23  min;  1987 

Distributor:  Visual  Education  Centre 
75  Homer  Avenue,  Unit  1 
Toronto,  ON,  M8A  4X5 
(416)  252-5907 

Several  adults  who  came  from  homes 
where  one  parent  was  an  alcoholic  recall 
episodes  from  their  childhood  and 
relate  how  these  experiences  affected 
them.  They  find  it  difficult  to  trust  peo- 
ple and  they  develop  mechanisms,  such 
as  being  a workaholic  or  a clown,  over- 
eating, or  using  other  drugs.  Once  the 
impact  of  an  alcoholic  parent  is  recog- 
nized, it  is  possible  to  get  treatment  and 
develop  better  coping  skills. 

Battered  Wives 

Audience:  15  yrs+;  drug  users;  health 
professionals;  women 

Details:  45  mm;  1979 

Distributor:  Marlin  Video/Film  Training 
A Division  of  Marlin 
Motion  Pictures  Ltd. 

211  Watline  Avenue, 

Suite  206 

Mississauga,  ON,  L4Z  1P3 
(905)  272-4100 

The  drama  focuses  on  wife  abuse  in  two 
families.  Susannah  and  Mike  are  a 
middle-class  couple,  married  for  10 
years,  with  one  child.  Mike,  a successful 
lawyer,  shows  many  signs  of  stress,  and 
turns  to  physically  abusing  his  wife.  The 
other  family,  Ginny  and  Andy,  have  two 
young  children.  Andy  is  a part-time 
inventor  and  finds  it  difficult  to  work  in 
their  small  apartment  because  of  the  dis- 
tractions created  by  the  kids.  Andy  has  a 
problem  with  alcohol  and  when  he  is 
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drunk,  he  beats  Ginny.  Both  wives  seek 
comfort  from  their  friends,  who  can  only 
suggest  that  “married  couples  have  their 
differences.”  Finally,  the  women  and 
their  kids  take  refuge  in  a women’s  shel- 
ter where  they  regain  some  self-esteem 
and  begin  to  restructure  their  lives.  Both 
Mike  and  Andy  plead  with  their  wives  to 
return  home.  Mike  refuses  to  seek  pro- 
fessional help,  so  Susannah  asks  for  a 
divorce.  Andy  joins  Alcoholics  Anony- 
mous, which  helps  him  realize  that  alco- 
hol was  merely  an  excuse  for  beating  his 
wife.  Andy  and  Ginny  attempt  to  recon- 
cile their  differences. 

A Caravan  for  Youth 

Audience:  First  Nations 
Details:  24  mm;  1984 

Distributor:  Addictions  and  Community 
Funded  Programs 
Medical  Services  Branch, 
Room  1189 

Jeanne  Mance  Building 
Tunney’s  Pasture 
Ottawa,  ON,  K1A  0L3 
(613)  990-9924 

A team  of  First  Nation  facilitators 
demonstrate  how  they  started  youth 
programs  for  the  prevention  of  alcohol 
and  drug  abuse  on  reserves  in  Ontario 
and  Saskatchewan. 

Circle  of  Healing 

Audience:  First  Nations;  health 
professionals 

Details:  50  min;  1989 

Distributor:  CBC  Educational  Sales 
P.O.  Box  500,  Station  A 
Toronto,  ON,  M5W  1E6 
(416)  255-6384 

“In  the  light  of  sobriety,  the  mind  begins 
to  disclose  its  darkest  secrets.”  First 
Nation  people  at  Alkali  Lake  in  British 
Columbia  fought,  and  largely 
conquered,  community-wide  alcohol 
abuse.  But  now  they  must  confront  the 
related  problem  of  sexual  abuse,  esti- 
mated by  one  therapist  to  affect  80  to  90 
per  cent  of  community  members.  In  this 
program,  the  viewer  becomes  an  eyewit- 


ness at  group  counselling  sessions  in 
which  First  Nation  people  describe  their 
experiences  of  abuse. 

The  Crown  Prince 

Audience:  Adolescents;  adults 
Details:  37  min;  1988 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416)  973-9110 

The  Crown  Prince  deals  with  wife  bat- 
tering, and  although  it  provides  insight 
into  the  battered  woman’s  reasons  for 
remaining  in  the  marriage,  its  main 
focus  is  on  how  this  form  of  family  vio- 
lence affects  the  children  who  witness  it. 
Billy  appears  to  be  happy  and  easy- 
going; however,  because  of  his  father’s 
violence,  he  struggles  with  feelings  of 
confusion,  inadequacy,  anger  and  shame. 
Overwhelmed  by  the  abuse  at  home, 

Billy  has  come  to  believe  that  no  one  can 
help  him.  He  copes  by  desperately  trying 
to  appear  “normal”  to  the  outside  world. 
When  his  younger  brother  seeks  help 
from  a school  counsellor,  and 
jeopardizes  this  facade,  Billy  is  horrified 
to  discover  that  when  he  is  angry,  he 
behaves  just  like  his  father.  This  is  an 
excellent  discussion  starter  for  any  gen- 
eral audience;  however,  it  is  especially 
recommended  for  adolescents,  since  it  is 
told  from  the  teenager’s  point  of  view. 
The  film  realistically  portrays  the  feel- 
ings that  children  of  battered  women 
may  experience.  It  makes  it  clear  that 
the  cycle  of  violence  will  not  end  on  its 
own,  and  it  encourages  children  to  seek 
help  from  available  resources. 

Feeling  Yes,  Feeling  No  (Series) 

Audience:  6 to  12  yrs;  professionals 
Details:  70  mm;  1985 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3V3 
1-800-267-7710; 

(416)  973-9110 
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A series  of  four  films  and  videos  on  the 
prevention  of  sexual  assault  on  children. 
The  films  are  based  on  a sexual  assault 
prevention  program  devised  and  tested 
in  elementary  schools  by  Vancouver’s 
Green  Thumb  Theatre.  They  show  a 
classroom  of  children  ages  6 to  12 
engaged  in  learning  with  three  actors 
from  the  Green  Thumb  Group.  The 
films  are  intended  to  be  used  sequen- 
tially. This  series  appears  to  be  highly 
effective  in  its  intent  to  help  the  child 
learn  sexual  abuse  prevention  skills  and 
the  adult  to  become  familiar  with  the 
issue  and  reinforce  the  child’s  learning. 
The  introductory  film  for  parents  and 
professionals  can  be  used  on  its  own  as 
an  educational  tool,  with  both  profes- 
sional and  general  audiences.  The  chil- 
dren’s films  are  each  accompanied  by  a 
User  Guide,  which  includes  many  help- 
ful suggestions  for  the  teacher  or 
resource  person  showing  the  film  and 
examples  of  exercises  the  children  can 
do  to  reinforce  their  learning. 

Good  Things  Can  Still  Happen 

Audience:  Professionals;  adults; 

children;  adolescents 

Details:  22  min;  1992 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416)  973-9110 

Good  Things  Can  Still  Happen  is  an 
excellent  animated  video  about  the  feel- 
ings that  may  be  experienced  by  a sexu- 
ally abused  child  after  disclosure.  Some 
of  these  feelings  include:  feeling  dirty  or 
damaged  inside;  being  glad  you  told, 
but  then  wishing  you  hadn’t  or  feeling 
guilty,  weird,  dumb  or  angry.  Good 
Things  Can  Still  Happen  was  designed 
for  therapists  or  other  professionals 
working  with  sexually  abused  children 
aged  6 to  12.  However,  family  members, 
foster  parents,  educators,  doctors, 
nurses  and  police  will  also  find  the  film 
invaluable  in  helping  them  understand 
the  confusion  that  sexually  abused  chil- 
dren cope  with.  Pause  points  separate 


each  of  the  six  sections  of  the  video  to 
allow  for  segmented  viewing.  Preview- 
ing before  use  is  strongly  recommended. 
This  film  is  not  intended  to  be  shown  to 
children  in  a classroom  setting. 

The  Hidden  Addict  Series 

Audience:  15  yrs+ 

Details:  41  min;  1987 

Distributor:  Magic  Lantern  Film 
Distributors  Ltd. 

136  Cross  Avenue 
Oakville,  ON,  L6J  2W6 
(905)  844-7216 

Alcohol  (10  min) 

Megan  did  not  realize  she  had  a prob- 
lem with  alcohol  until  a friend 
confronted  her  about  her  drinking  and 
advised  her  to  get  help.  Now  Megan  is 
sober  and  understands  some  of  the  rea- 
sons she  drank  so  heavily.  She  talks 
about  the  early  warning  signs  of  alco- 
holism, how  alcohol  works  in  the  body, 
and  how  her  own  use  of  alcohol  devel- 
oped into  a dependency.  Megan’s  per- 
sonal account  of  her  struggle  to  over- 
come an  alcohol  problem  is  interspersed 
with  interviews  with  experts  in  alcohol 
research. 

Breaking  the  Cycle  of  Addiction  (7  min) 
Over  74  million  North  Americans  are 
addicted.  Many  are  “hidden  addicts" 
who  function  well  in  society  and  hide 
their  drug  dependence  from  themselves 
and  those  close  to  them.  Overcoming  an 
addiction  involves  three  basic  steps.  The 
individual  must  become  familiar  with 
the  signs  of  drug  dependence  and  recog- 
nize the  feelings  and  problems  that  have 
been  covered  up;  talk  with  a friend  or 
family  member;  and  take  action  and  get 
help  for  the  problem. 

Cocaine  (8  min) 

Dave,  a cocaine  user  for  10  years,  went 
from  being  a police  officer  to  serving  a 
jail  term  for  trafficking  in  the  drug. 

Now  on  probation  and  in  a residential 
rehabilitation  program,  Dave  relates  his 
feelings  while  on  cocaine,  the  reasons 
he  began  using  the  drug,  and  difficulties 
he  had  giving  it  up. 
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Smoking  (8  mm) 

Although  cigarette  smoking  has  lost 
popularity  over  time,  the  tobacco  indus- 
try is  still  a multi-million  dollar  busi- 
ness that  encourages  the  adoption  of 
smoking  at  an  early  age.  John  began 
smoking  as  a teenager.  Although  he  has 
lost  part  of  a lung  to  cancer,  he  contin- 
ues to  smoke.  Like  others,  John  finds 
nicotine  addiction  so  powerful  that  he  is 
unable  to  give  up  smoking. 

Bulimia  (8  min) 

This  video  deals  with  the  topic  of 
bulimia,  an  eating  disorder.  Several  suf- 
ferers discuss  their  struggle  with  this 
disorder.  The  emotions  involved  and 
symptoms  are  presented  and  discussed. 

Love  Hurts:  A Video  on  Dating 
Violence  and  Battered  Young 
Women 

Audience:  Adolescents 
Details:  39  min;  1994 

Distributor:  Kinetic  Inc. 

408  Dundas  Street  East 
Toronto,  ON,  M5A  2A5 
1-800-263-6910; 

(416)  963-5979 

This  video  is  about  the  abusive  relation- 
ship between  two  highschool  students. 
Whenever  Michael  is  angry  he  takes  his 
frustration  out  on  his  girlfriend 
Christie.  Over  the  course  of  their  rela- 
tionship, Michael  becomes  increasingly 
abusive,  blaming  her  for  his  problems. 
Of  course,  after  each  outburst  Michael 
gives  Christie  a gift  and  promises  that 
“it  will  never  happen  again.”  Christie 
realizes  that  she  isn’t  to  blame  for 
Michael’s  violence  and  that  it  is  impor- 
tant to  get  out  of  this  relationship  - 
before  it  is  too  late!  This  video  clearly 
defines  a battered  young  womans  con- 
fusion, misplaced  compassion,  crum- 
bling self-regard,  guilt  and  false  hopes. 

It  shows  young  men  and  women  that 
violence  has  no  place  in  a loving  home. 

Maggie’s  Secret 

Audience:  Children  of  Alcoholics; 

health  professionals 


Details:  30  min;  1992 

Distributor:  McIntyre  Media  Ltd. 

30  Kelfield  Street 
Rexdale,  ON,  M9W  5A2 
(416)  245-7800 

Maggies  parents  are  both  alcoholics. 

Her  father  drinks  as  his  once-promising 
future  fades  and  he  can’t  find  work;  her 
mother  drinks  to  cope  with  her  hus- 
band’s unpredictable  absences.  Like 
many  children  of  alcoholics,  Maggie  is 
growing  up  before  her  time.  She  must 
take  care  of  her  younger  brother,  who 
talks  about  suicide  and  prefers  climbing 
in  and  out  of  his  bedroom  window  to 
using  the  front  door.  And  Maggie  is 
secretive,  never  letting  her  boyfriend 
come  to  the  house.  When  her  grades 
start  to  slip  under  the  stress,  a teacher, 
himself  the  child  of  an  alcoholic,  pin- 
points her  trouble  and  encourages  her 
to  face  her  problems.  Maggie  finally 
confronts  her  mother,  who  promises  to 
get  help,  and  she  and  her  brother  look 
forward  to  a more  hopeful  future. 

Medical  Video  Library  Series 
Audience:  Health  professionals 
Details:  50  min;  1992 

Distributor:  Medical  Audiovisual 
Communications 
P.O.  Box  84548 
2336  Bloor  Street  West 
Toronto,  ON,  M6S  1T0 
(905)  602-1160 

Medical  Complications  of 
Alcohol  Dependence  (10  min) 

Prolonged  regular  alcohol  consumption 
can  lead  to  a number  of  medical  compli- 
cations and  affect  many  organs  of  the 
body:  the  brain,  liver,  heart,  pancreas  and 
reproductive  system.  This  program  shows 
how  alcohol  can  impair  brain  functions 
and  affect  muscular  co-ordination. 

Social  and  Behavioural  Consequences 
of  Alcohol  Dependence  (10  min) 

The  problems  caused  by  alcohol  depen- 
dence can  often  reinforce  continued 
use.  This  program  discusses  issues  such 
as  absenteeism,  hiding  alcohol  and  lying 
about  its  use,  the  breakdown  of  rela- 
tionships, and  drinking  and  driving. 


SUGGESTED  VIDEOS 


Appendix  H 


H4 


Why  Do  People  Drink?  (10  min) 

People  begin  and  continue  to  abuse  al- 
cohol for  a number  of  reasons.  Com- 
monly, low  self-esteem,  boredom,  stress, 
shyness  and  peer  pressure  may  all  con- 
tribute. This  program  also  outlines  some 
of  the  stages  a person  may  go  through  in 
coming  to  accept  the  possibility  of  a 
problem  that  requires  treatment. 

The  Family  and  Alcohol 
Dependence  (10  min) 

Alcohol  abuse  profoundly  affects  not 
only  the  drinker,  but  also  the  family. 

This  program  outlines  the  impact  on 
relations  between  spouses  and  between 
parents  and  children.  It  describes  the 
types  of  therapy  that  expose  and  solve 
family  problems  that  may  underlie 
destructive  drinking  patterns. 

Treatment  of  Alcohol 
Dependence  (10  min) 

Alcohol  abuse  can  be  treated  success- 
fully in  a variety  of  settings,  including 
clinics,  individual  and  group  therapy,  or 
self-help  groups.  The  most  important 
first  step  a drinker  must  take  is  accept- 
ing there  is  a problem  that  requires  pro- 
fessional treatment.  Learning  to  cope 
with  life  stresses  without  alcohol  is  the 
cornerstone  of  success. 

A Place  To  Start 

Audience:  Women 
Details:  40  min 

Distributor:  National  Film  Borad  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416)  973-9110 

A Place  To  Start  is  an  educational  pack- 
age that  explains  the  criminal  law 
process  for  women  who  have  been 
assaulted  by  their  husbands  or  boy- 
friends. The  video  and  accompanying 
handbook  tell  women  what  to  expect 
and  what  supports  are  available  at  each 
step  in  the  criminal  law  process,  from 
the  police  investigation  to  the  full  crimi- 
nal court  proceedings. 


Right  From  The  Start 

Audience:  Adults;  women 
Details:  23  min;  1992 

Distributor:  Kinetic  Inc. 

408  Dundas  Street  East 
Toronto,  ON,  M5A  2AS 
1-800-263-6910; 

(416)  963-5979 

This  program  helps  both  male  and 
female  viewers  recognize  signs  that  may 
indicate  problems,  based  mainly  in  self- 
esteem, often  associated  with  male  vio- 
lence toward  women.  Although  the 
problems  are  most  often  seen  as  being 
sexually  focused,  as  in  date  rape,  this 
program  shows  that  there  is  something 
deeper  at  work  here,  and  it  is  leading 
towards  ever  increasing  cycles  of  vio- 
lence against  women. . . and  that  it  must 
be  stopped.  Men  must  recognize  that 
this  aggressive  behavior  towards  females 
that  climaxes  in  violence  is  no  more 
than  a blatant  power  display  that  is 
completely  unacceptable  today  and 
actually  shows  a lack  of  self-esteem  as 
its  cause.  Females  are  shown  that  they 
must  recognize  this  behavior  for  what  it 
is  ...“right  from  the  start”...  and  be  pre- 
pared to  take  action  to  protect  them- 
selves. Self-esteem  and  peer  pressure 
play  a large  role,  for  both  sexes,  in  stop- 
ing  this  problem. 

Recovery  Series 

Audience:  Adults,  health 

professionals;  women  in 
recovery 

Details:  50  min;  1985 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416) 973-9110 

The  Recovery  Series  is  a compilation  of 
five  women’s  stories  of  their  recovery. 
Debbie  and  Sharon  are  sisters  who  grew 
up  in  an  alcoholic  family  and  had  alco- 
hol problems  themselves.  Both  are  now 
sober  and  are  taking  an  interest  in  their 
native  culture.  Delia  is  a health  care 
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professional  and  a single  parent.  She 
always  thought  it  was  necessary  to 
achieve,  but  she  drank  heavily,  even 
while  treating  others  with  alcohol  prob- 
lems. Her  friends  persuaded  her  to  get 
help  herself.  Although  she  has 
completed  a treatment  program,  she  is 
still  having  great  difficulty,  but  is  work- 
ing part-time.  Lorri,  a lesbian,  is  inter- 
viewed about  her  past  drinking  and  her 
treatment.  She  says  that  she  drank 
“alcoholically”  right  from  the  start. 

After  many  years  she  admitted  herself  to 
a psychiatric  ward.  There,  she  suffered 
such  withdrawal  that  she  realized  she 
needed  more  treatment  - at  a women’s 
treatment  centre,  where  she  learned  to 
restructure  her  life.  She  has  been  sober 
for  five  years.  Ruth  had  used  heroin, 
alcohol  and  prescription  drugs.  She 
worked  the  street  to  pay  for  her  habit. 
She  had  tried  to  get  off  drugs  on  her 
own  and  suffered  severe  withdrawal. 
Following  treatment  she  has  learned  to 
take  care  of  herself  and  not  blame  oth- 
ers for  her  problems. 

Scared  Silent:  Exposing  and 
Ending  Child  Abuse 

Distributor:  Scared  Silent 

P.O.  Box  933022 
Los  Angeles,  CA,  90093 

A video  hosted  by  Oprah  Winfrey  con- 
cerning child  abuse. 

Secret  Addictions: 

Women,  Drugs,  and  Alcohol 

Audience:  Women  in  treatment; 

health  professionals 

Details:  32  min;  1991 

Distributor:  Marlin  Motion  Pictures 
211  Watline  Avenue 
Mississauga,  ON,  L4Z  1P3 
(905)  890-1500 

Host  Colin  Seidor  interviews  health  pro- 
fessionals and  recovering  addicts  in  this 
exploration  of  issues  surrounding 
women  and  addictions.  Though  most 
people  think  of  addiction  as  a male 
problem,  Seidor  suggests  that  three  mil- 
lion American  women  are  alcoholic; 


that  millions  more  have  alcohol-related 
problems;  and  that  at  least  one  million 
are  dependent  on  prescription  drugs.  He 
cites  as  possible  causes  recent  changes 
in  women’s  lifestyles,  such  as  trying  to 
balance  careers  and  the  traditional  role 
of  providing  care  in  the  home. 

Seen...  But  Not  Heard:  A 
Docudrama  About  The  Serious 
Emotional  and  Physical  Effects 
on  Children  Who  Witness  Their 
Mothers  Being  Abused 
Details:  30  min 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416)  973-9110 

This  video  examines  the  impact  on  chil- 
dren of  witnessing  family  violence.  A 
dramatic  story  line  shows  how  children 
from  violent  families  are  affected  by 
their  parents’  fights  and  their  parents’ 
emotional  problems  and  it  shows  the 
psychological  damage  inflicted  by  fear, 
anger,  constant  disappointments  and 
inappropriate  responsibilities.  What  it  is 
like  to  go  to  a shelter  is  also  examined. 
Interspersed  with  the  drama  are  expla- 
nations of  the  children’s  behavior  from 
health  professionals,  and  comments 
from  two  victims  and  an  abuser.  Signs 
that  teachers  or  school  counsellors 
should  be  aware  of  are  noted,  as  well  as 
the  need  for  the  witnesses  and  the  vic- 
tims of  wife  abuse  to  have  counselling. 

Spirit  to  Spirit:  Empowered 
Women  in  Recovery 

Audience:  Women;  women  in 
recovery 

Details:  30  min;  1992 

Distributor:  Hazelden 

PO.  Box  176 

15251  Pleasant  Valley  Road 
Center  City,  MN,  55012- 
0176 

1-800-328-9000; 

(612)  257-4010 
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Robin  smoked  crack  cocaine  to  numb 
her  feelings  of  sadness  at  being  aban- 
doned by  her  father.  Brooke  used  heroin 
to  find  peace  from  memories  of  rape 
and  the  negative  feelings  arising  from 
being  lesbian.  Kathleen,  who  was  sexu- 
ally abused  as  a child,  drank  alcohol 
and  overate  to  cope  with  the  stress  of 
trying  to  be  perfect.  The  women  in  this 
video  tell  how  they  found  assistance 
through  self-help  groups  or  professional 
treatment.  An  expert  notes  that  recovery 
is  “ever  changing”  and  that  it  is  impor- 
tant to  show  feelings,  including  anger, 
which  have  often  been  long  buried. 

A Summer  in  the  Life  of  Louisa 

Audience:  Natives;  women; 

support  groups 

Details:  26  min;  1986 

Distributor:  Addictions  and  Community 
Funded  Programs 
Medical  Services  Branch, 
Room  1189 

Jeanne  Mance  Building 
Tunney’s  Pasture 
Ottawa,  ON,  K1A  0L3 
(613)  990-9924 

Set  in  the  northern  community  of  Fro- 
bisher Bay,  we  meet  Louisa,  lying  on  a 
couch  with  a bruised  face.  Peter,  her 
husband,  frequently  loses  control  and 
strikes  her.  He  then  feels  remorse  and 
apologizes,  promising  never  to  do  it 
again,  but  fails  in  his  attempts.  He  fre- 
quendy  becomes  drunk  and  jealous. 
Finally,  Louisa  ends  up  in  hospital, 
where  she  begins  to  get  help  and  the 
support  she  needs.  She  also  speaks  to  a 
friend  and  to  her  mother.  She  decided  to 
go  back  to  school  to  earn  more  money 
for  the  family  (but  also  to  be  indepen- 
dent of  Peter).  She  tells  Peter  after  she 
moves  out  that  she  will  not  stay  with 
him  unless  he  gets  help.  Peter  begins  by 
talking  to  an  elder. 

Treatment  Issues  for  Women 

Audience:  Adults 
Details:  22  min,  1992 


Distributor:  Office  for  Substance  Abuse 
Prevention  (OSAP) 

P.O.  Box  2345 
Rockville,  MD,  20847-2345 
(301)  468-2600 

Why  is  it  important  to  identify,  under- 
stand and  treat  the  special  needs  of 
drug-dependent  women?  Specific 
issues,  methods  and  techniques  are  pre- 
sented to  help  viewers  understand  the 
multifaceted  dimensions  of  treating 
women  who  use  drugs.  This  videotape 
examines  the  challenges  that  women 
bring  to  treatment,  along  ’with  ways  to 
deal  with  relationship  building,  sexual 
and  physical  abuse,  anger,  and  role  con- 
fusion. Scenes  from  several  innovative 
treatment  programs  show  how  treat- 
ment services  have  been  enhanced  to 
serve  women. 


Walking  Through  The  Fear 

Audience:  Women 
Details:  25  min;  1991 

Distributor:  Films  for  the  Humanities 
and  Sciences 
743  Alexander  Road 
PO.  Box  2053 
Princeton,  NJ,  08540 
1-800-257-5126; 

(609) 452-1128 

Significant  numbers  of  women  are 
addicted  to  alcohol  and  drugs,  yet  only 
one  of  five  clients  in  treatment  is  a 
woman.  This  video  investigates  the 
problems  women  face  when  they  seek 
help.  Four  women  tell  of  their  lives 
before  they  sought  help  and  how  recov- 
ery changed  their  lives.  Women  are 
advised  to  examine  their  drinking 
habits,  to  “take  care  of  yourself,”  talk  to 
people  who  have  been  through  treat- 
ment, and  “do  it  for  you.”  Various  kinds 
of  treatment  programs  are  discussed, 
including  self-help  groups  such  as  AA 
and  Women  for  Sobriety. 

Wednesday’s  Children;  Jenny 

Audience:  Children  of  Alcoholics; 

support  groups;  youth; 
families 
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Details:  15  min;  1987 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,  M5V  3C3 
1-800-267-7710; 

(416)  973-9110 

Jenny  is  a rebellious  older  teen  who  has 
been  arrested  on  the  street  while  selling 
drugs  for  her  boyfriend.  Details  of  her 
family  life  emerge  during  several  inter- 
views with  a social  worker.  A series  of 
flashbacks  illustrate  a history  of  sexual 
abuse  and  other  physical  and  emotional 
abuse  by  her  alcoholic  father.  The  father 
rejects  any  suggestion  that  he  has  a 
problem.  Jenny’s  resistance  to  the  social 
worker  begins  to  break  down  when  she 
realizes  that  her  father  is  turning  his 
attention  toward  her  younger  sister. 

What  About  Us: 

A Group  Counseling  Tool  to 
Help  Children  Cope  with  the 
Experience  of  Having  Witnessed 
Their  Mothers  Being  Abused 
Audience:  Adults 
Details:  28  min 

Distributor:  National  Film  Board  of 
Canada  (NFB)  Library 
150  John  Street 
Toronto,  ON,M5V3C3 
1-800-267-7710; 

(416) 973-9110 

This  video,  which  is  related  to  Seen. . . 
But  Not  Heard,  examines  the  impor- 
tance of  group  therapy/counselling  for 
child  witnesses  of  wife  abuse.  Dramatic 
scenes  of  family  life  in  an  abusive  situa- 
tion and  scenes  of  group  therapy  show 
why  children  need  to  talk  about  their 
problems,  fears  and  anger.  The  develop- 
ment of  various  inappropriate  learned 
behaviors  is  shown,  as  well  as  the  differ- 
ent aspects  of  counselling:  helping  the 
children  cope  with  and  talk  about  their 
experiences;  teaching  methods  to  deal 
with  anger  and  fear,  and  planning 
escapes  from  future  violent  situations. 


When  Love  Hurts 

Audience:  Adults 
Details:  17  min;  1989 

Distributor:  Kinetic  Inc. 

408  Dundas  Street  East 
Toronto,  ON,  M5A  2A5 
1-800-263-6910; 

(416)  963-5979 

How  can  young  women  in  particular, 
and  both  sexes  in  general,  begin  to  rec- 
ognize the  signs  of  emotional,  sexual 
and  physical  abuse  that  are  often 
accepted  as  “normal”  dating  behavior? 
Anger,  jealousy,  and  possessiveness 
seem  to  be  leading  to  ever-increasing 
danger  of  violence  to  women.  This  pro- 
gram shows  some  of  the  ways  that  these 
traits  manifest  themselves  in  some 
males  and  tells  young  women  (and  their 
concerned  peers)  how  they  can  deal 
with  the  situation,  both  immediately 
and  in  the  longer  term. 

Women  and  Their  Use  of  Mood- 
Altering  Drugs  - The  Immigrant 

Audience:  Immigrants;  health 
professionals 

Details:  16  min;  1984 

Distributor:  Addiction  Research 
Foundation 
33  Russell  Street 
Toronto,  ON,  M5S  2S1 
(416)  595-6987 

The  video  presents  some  of  the  stresses 
that  Canadian  immigrants,  particularly 
women,  may  have  to  face  in  adjusting  to 
a new  society.  The  program  shows  some 
of  the  short-  and  long-term  effects  of 
using  minor  tranquillizers  as  a way  of 
coping.  A consumers’  approach  to 
medical  care  is  presented,  stressing 
the  importance  of  informed  consent. 
Also  available  in  Italian,  Portuguese 
or  Spanish. 
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